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This paper is an attempt to apply multiple factor analysis to a’ 
commonplace dermatosis. It is based on 921 cases observed by one 
of us (J.H.S.) in fifteen years, plus a statistical breakdown of etiologic 
components in 200 cases selected for the completeness of their histories 
and reviewed in 1935 and 1936. The principal worth of the study 
to us has been its clear demonstration that the acneform eruptions 
have multiple causes and that neglect of important items or overemphasis 
on individual contributing factors as sole causes leads to disappointing 
therapeutic results. The study includes an examination of 253 exacer- 
bations and relapses in the course of typical acne, in which, however, 
the factor of intercurrent infection was underemphasized because the 
material antedates the year 1937, in which we first gave this item special 
study. 

Thirteen factors of greater or less etiologic importance and thera- 
peutic moment appear in a study of the acne complex extended over 
several years. They are the following: 


. The familial (hereditary?) factor. 

. The age-endocrine factor (including menstruotoxic elements). 

. Hyperactivity of the sebaceous glands. 

. The scalp tie-up. 

. The hypothesis of a double infection. 

. The allergic element, including ingestion, infection and contact allergies. 
. Water balance (?) factor—dietary, endocrinologic and gastrointestinal. 
. The contact inoculation factor. 

. The rosacea background. 

. Fatigue and exhaustion. 

. Vitamin therapy and the “anemia-constipation” factor. 

. The psychoneurogenous component. 

. Iodide and bromide factor. 
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Two series of diagrams showing what we believe to be the funda- 
mental clinical pictures of acne vulgaris supply the background for the 
clinical discussion (figs. 1 and 2). The comedo and the comedo cyst 
being taken as the “primary lesions” of acne, figure 1 A illustrates the 
familiar picture of extension of the so-called seborrheic infective process 
along the hair and the hair contact line from the scaling, oily or derma- 
titic scalp onto the skin of the forehead and face in the form of 
comedos and comedo cysts. Figure 1 B illustrates the tendency to an 
increased number of lesions on the areas of the face coming in contact 
with the hands of persons given to head scratching and chin fondling. 
This contact inoculation factor impresses us as being of major etiologic 
importance in the acne of the chin of the postpuberal and the middle 
period of life, particularly in women. Figure 1 C presents the earliest 
rosaceaform distribution of comedos in a person with a “seborrheic 
scalp” and with or without the consistent presence of the rosacea flush. 
Figure i D illustrates what might be called comedosis or steatosis, the 
overwhelming, apparently often croplike carpeting of the entire surface 
of the face with innumerable close-set comedo cysts, evidently the result 
of a fulminating overactivity, plus a change in the secretory product of 
the regional sebaceous glands, suggestive of an endocrine or nervous 
mechanism of secretory control. 

Figure 2 presents six types of secondary infective and degenerative 
phenomena. It is impossible in so brief a discussion as this to go 
elaborately into the primary infections of the sebaceous glands with a 
full discussion of invasion by the pityrosporum, the corynebacterium 
and the various types of staphylococci involved in the bacterial flora of 
the acnes and acneform eruptions. We are more strongly impressed 
with the importance of individual reactivity to the infective elements 
than with the diversity or the sharp differentiation of lesions produced 
by the described infective agents. The dark red papular type of lesion on 
culture seems more likely to yield the corynebacterium, while the pustular 
type, ranging from a miliary superficial pustular lesion to a pseudo- 
furuncular form, usually yields Staphylococcus aureus. Figure 24 
represents standard or typical acne, a mixture in varying proportions of 
these two types of lesions, tending in the pyogen-susceptible person 
toward pyogenic preponderance and in the pyogen-resistant person to 
profuse comedosis with deep nodule formation. Rufous and vagotonic 
(flushed) types seem especially reactive to the pyogenic infections. 
Figure 2 B illustrates an accompanying hirsutism, developing especially 
in brunet types and marked enough at times to suggest an adrenal 
syndrome or virilism. Part of it may be due to irritative therapy. 
especially intensive ultraviolet irradiation, and to indiscriminate exposure 
to the sun. Figure 2C shows the indurated conglobate or plaquelike 
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type of acne, often sharply localized to a congestive area. In several of 
our observations on allergic reactions to yeast extract the decided 
background of sensitization for this type of acne was suggested by flares 
following ingestion of yeast. Figure 2D shows cystic degenerative 


Fig. 1—Clinical types in the comedo and comedo cyst (initial) stage: 4A, 
comedo extension along the hair line from a seborrheic process of the scalp; B, dis- 
tribution characteristic of inoculation by hand contact in the comedo stage in a 
patient with a seborrheic process of the scalp; C, the rosacea distribution ; D, 
comedosis or “steatosis”—the comedo mask of numberless cystic glands. 


Fig. 2.—Pyogenic secondary invasion and degenerative sequelae: A, typical 
extensive acne with extension to the shoulders and chest; B, hirsutism with acne; 
C, conglobate type; D, cystic degenerative type; E, canalizing (pyodermic) type; 
F, keloid tendency. 


acne, obstinate and destructive, in which a few or all of the scattered 
comedos become the sites of wholesale liquefactive changes producing 
a colloid or grumous hemorrhagic gelatinous material containing broken- 
down granules, remnants of fat glands and tapioca-like bodies. The 
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inflammatory defense about such lesions is visibly inadequate, and jf 
secondary pyogenic infection occurs, canalization with pyoderma and 
extensive scarring results. Acne keloid is not an entity, for keloidal 
changes sometimes occur regionally in otherwise typical acne, especially 
along the line of the jaw and close to the ramus and lobe of the ear. 
the infective pus-containing center of the lesion usually being identifiable 


on skilful puncture at the proper stage. 


ETIOLOGIC ANALYSIS 


Let us examine now the thirteen enumerated factors with a view to 
constructing a coherent theory of interaction. 

The Familial (Hereditary?) Factor—The hereditary or familial 
background discussed by Stokes and King‘ reappears in this series to 
the extent that 56 per cent of our 200 patients came from stock with 
from 1 to 8 additional cases. Stokes and King, using a control series 
of normal persons, found that the probability of the appearance of 
acne in a patient was some twenty-six times greater if there had been 
previous cases in a family. They expressed the belief that the pyogenic 
and “seborrheic” manifestations could be to some extent separated, the 
pyogenic susceptibility being the more important. In the present series 
more than average susceptibility to pyogenic infections (impetiginous 
processes, furunculosis, carbuncle, osteomyelitis, suppurative otitis media 
and mastoiditis) appeared in the family background in 27 per cent 
of 181 cases in which data on the subject were available. Whether 
truly hereditary or familial, this influence contributes to the tendency to 
therapeutic resistance and to relapse. 

Other factors which show evidence of hereditary or familial pre- 
disposition to the acne complex include the allergic state, present in 
33 per cent of 175 patients; the rosacea background ; the nevoid type of 
comedo distribution (clumps founded in sebaceous gland grouping, 
probably of embryonic origin) and steatosis, or extensive sebaceous 
cyst formation, which occasionally occurs in several generations. 

The Age-Endocrine Factor, Including Menstruotoxic Elements. — 
Consistently emphasized though it has been because of the association of 
acne with the puberal years, the endocrine factor in the causation of 
acne when brought down to present biochemical knowledge threatens 
to be a disappointment. Bloch? found acne in 59.6 per cent of girls 
between the ages of 6 and 18 years, and in 68.5 per cent of boys from 


1. Stokes, J. H., and King, A. D.: Acne Vulgaris: Heredity in Etiologic 
Background, Arch. Dermat. & Syph. 26:456 (Sept.) 1932. 

2. Bloch, B.: Metabolism, Endocrine Glands and Skin Diseases, with Special 
Reference to Acne Vulgaris and Xanthoma, Brit. J. Dermat. 43:61 (Feb.) 1931. 
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6to 19. Hinrichsen and Ivy’s * recent study showed practically identical 
incidence in the sexes but onset three years later in boys, corresponding, 
according to their belief, to a later sexual development. In our own 
series, Women outnumbered men three to one—possibly a reflection of 
the greater concern apt to be manifested for the feminine complexion. 
The peak of onset of acne in our series was at the age of 15, but 
typical acne was observed in infants in arms, and in 12 per cent of cases 
onset occurred up to and including the age of 12 years, while in 20 per 
cent it was after 20. In fact, the acne of the chin of women appearing 
in the thirties and showing a definite psychic background is an interesting 
problem for investigation. Considerable impetus was given to the study 
of endocrine balance in acne in 1933 by Rosenthal and Kurzrok,* who 
found no gonadotropic substance in the urine of 34 young women with 
acne. The estrus-inducing hormone was normal in amount in 6 cases, 
present in traces in 1 case and completely absent in 27 cases. These 
results were interpreted as indicating that gonadal hypofunction coexists 
with acne in the female. The therapeutic application of these findings 
is reflected in reports by Lawrence and Feigenbaum,*® Van Studdiford,® 
Rosenthal and Neustaedter,’ Lawrence * and Rosenthal, in which rather 
favorable results were obtained by prolonged series of injections of 
gonadotropic substance extracted from the urine of pregnant women 
(antuitrin S). Later reports by McCarthy and Hunter *° and Williams 
and Nomland,'! however, of the use of the same methods of treatment 
were less favorable. Williams and Nomland’s patients were divided into 
two groups, the treatment in both groups being the same except that 
one was given injections of the gonadotropic preparation while the other 
was given injections of sterile water. The results showed a slightly 
greater degree (7 per cent) of improvement in the acne in the group 


3. Hinrichsen, J., and Ivy, A. C.: Incidence in the Chicago Region of Acne 
Vulgaris, Arch. Dermat. & Syph. 37:975 (June) 1938. 
\ 4. Rosenthal, J., and Kurzrok, R.: Excretion of Estrin in Acne, Proc. Soc. 
Exper. Biol. & Med. 30:1150 (May) 1933. 

5. Lawrence, C. H., and Feigenbaum, J.: Treatment of Acne Vulgaris with 
Pregnancy Urine Extract, New England J. Med. 212:1213 (June 27) 1935. 

6. Van Studdiford, M. T.: Effect of Hormones of Sex Glands on Acne, Arch. 
Dermat. & Syph. 31:333 (March) 1935. 
~ 7. Rosenthal, T., and Neustaedter, T.: Estrogenic Substance in Blood of 
Patients with Acne, Arch. Dermat. & Syph. 32:560 (Oct.) 1935. 

8. Lawrence, C. H.: Anterior Pituitary-Like Hormone: Clinical Study of 
Its Effects in Acne Vulgaris, J. A. M. A. 106:983 (March 21) 1936. 

9. Rosenthal, T.: Hormonal Treatment of Acne Vulgaris, M. Clin. North 
America 20:985 (Nov.) 1936. 

10. McCarthy, L., and Hunter, O. B.: Failure of Therapy with Glandular 
Preparations in Acne Vulgaris, Arch. Dermat. & Syph. 35:211 (Feb.) 1937. 

11. Williams, G. E., and Nomland, R.: Gonadotropic Substance in Treatment 
of Acne, J. A. M. A. 109:564 (Aug. 21) 1937. 
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treated with gonadotropic substance than in the control group. ‘he 
difference was hardly sufficient, in the authors’ opinion, to justify the 
expense and effort of administration of the extract. The association of 
hypothyroidism with acne in some cases (as indicated by determinations 
of basal metabolic rate) may be indirect, through the action of the thyroid 
gland on the circulation and perspiration of the skin, including its pu, 
which materially modifies the infectious background. Furthermore, the 
endocrine mechanism of menstruation and ovulation can be connected 
with the menstrual flare of acne through the now well recognized cyclic 
hydration of tissue just preceding menstruation. The literature on this 
subject has been reviewed elsewhere (Stokes, Beerman and Ingraham "). 
The influence of progestin in producing hydration of tissue in dogs "* js 
also in point. The influence of hydration and dehydration of tissue on 
infections of the skin and hence on acne will be discussed in the section 
on water balance. 

The three ways in which the unknown factor of endocrine origin 
would seem, then, to be most likely to influence the acne complex are 
through the fat secretory mechanism, through the water balance, afore- 
mentioned, and through the carbohydrate metabolism of the skin; or the 
latter two may be involved together since they are to some extent inter- 
dependent. It is also possible, as we shall point out in the section on 
psychoneurogenous factors, for sexual emotion to have an effect through 
the endocrine mechanism on acne. The endocrinologic background of 
sexual tension is illuminated by such studies as that of S. Leon Israel," 
in which the sexual aspects of a conduct disturbance which he considered 
due to defective luteinization with subsequent progestin deficiency or 
relative hyperestrogenemia are graphically described. 

One of the stumbling blocks of the endocrinologic problem to date 
has been the lack of adequate investigation in the male, in whom, of 
course, menstrual flares cannot occur. It is also proper to indicate that 
a weak point in many therapeutic studies based on the use of endocrine 
preparations is their possible nonspecific action or that of their vehicles. 

The relation of the seborrheic factor to the endocrine mechanism has 
been suggested by Wolf,!® who characterized seborrhea-as an expression 
of gonadal hypofunction primary or secondary to inactivity of the 
pituitary body, often hereditary and especially seen in the association 
of seborrhea with dysmenorrhea and with periods of physiologic change. 


12. Stokes, J. H.; Beerman, H., and Ingraham, N. R.: Carbohydrate and 
Water Metabolism and the Vitamins in Skin Inflammation (Dermatitis), Am. J. 
M. Sc. 195:562 (April) 1938. 

13. Thorn, G. W.; Nelson, K. R., and Thorn, D. W.: Study of Mechanism of 
Edema Associated with Menstruation, Endocrinology 22:155 (Feb.) 1938. 

14. Israel, S. L.: Premenstrual Tension, J. A. M. A. 110:1721 (May 21) 1938. 

15. Wolf, W.: Endocrinology in Modern Practice, Philadelphia, W. B. Saun- 


ders Company, 1936, p. 738. 
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ilyperactivity of the Sebaceous Glands.—The activity of the seba- 
ceous glands as an underlying factor in the acne complex is illuminated 
by several considerations, including first the evidence for a thalamic 
center of fat secretion. Rattner*® has pointed out that encephalitic 
processes are capable of giving rise to extreme grades of seborrhea and 
high grade typical comedo formation. Perutz, Lustig and Klein ** have 
shown that in rabbits in which a lesion of the midbrain has been pro- 
duced excretion of fat by the skin increases as much as 200 per cent. 
They suggested that the midbrain contains an inhibitory center whose 
destruction is followed by excessive excretion of fat when fat is adminis- 
tered over a long period. Clinical observation of seborrheic processes in 
the scalp has many times in our experience strongly suggested the 
importance of an emotional factor. This is particularly true of the 
so-called seborrheic eczema of the ear and of the scalp and nape of 
the neck of later life. High grade seborrhea associated with depressive 
episodes in young women is not uncommon, although the ensuing 
acne is often and properly attributed to bromism. Activity of the seba- 
ceous glands is dependent not alone on possible nervous control of 
secretion but, according to the work of Rosenfeld *® confirmed by 
Kuznitzky '° and Birk,*° on the carbohydrate intake, increasing greatly 
when the diet is high in this element. Carbohydrate is thus capable of 
playing a double role in the causation of acne, as a stimulator to hyper- 
activity of the sebaceous glands and as a cutaneous hydrating agent 
directly predisposing to infection. It is therefore not surprising that 


our study of factors in relapse and exacerbation of acne (table) indicates 
that excessive indulgence in carbohydrate following restriction stands 
first among the apparent causes of relapse. The question of the participa- 
tion of carbohydrate in the causal mechanism will be discussed further 
in connection with water balance. 


The Scalp Tie-Up.—Relapse of seborrheic processes in the scalp 
stood third among the apparent causes of relapse of acne of the face and 
back. The dictum of Unna, commented on by Pollitzer, that lasting 
benefit to acne requires effective treatment of the seborrheic process 
of the scalp, was well borne out by our observations of refractory acne. 
Moreover, it is only necessary to observe the behavior of the lesions of 


16. Rattner, H.: Changes in Skin in Chronic Encephalitis, Arch. Dermat. & 
Syph. 31:35 (Jan.) 1935. 

17. Perutz, A.; Lustig, B., and Klein, A. E.: Zur zentralen Regulation des 
Fettstoffwechsels der Hautoberfliche, Arch. f. Dermat. u. Syph. 170:511, 1934. 

18. Rosenfeld, G.: Hauttalg und Diat, Zentralbl. f. inn. Med. 27:986, 1906. 

19. Kuznitzky, E.: Experimentelle und klinische Beitrage zur Frage der 
Hauttalgsekretion, Arch. f. Dermat. u. Syph. 114:691, 1913. 

20. Birk, W.: Hauttalg und Ernahrung bei Kindern, Monatschr. f. Kinderh. 
8:394 (Oct.) 1909. 
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acne close to the hair line and the genesis of lesions along the hair contact 
areas of the face with the distribution of seborrheic scale “droppings” jn 
acne over the shoulders and back to be impressed with the fundamental 
importance of the scalp as a carrier and inoculative focus. It would seem 
to us also that the scalp as a focus of infection serves as a regional 
sensitizer for the face and back much as it seems to in the seborrheic- 
infective phase of the complex of eczema, asthma and hay fever, and 
that the pyogenic elements particularly thus extend via sensitized skin 
downward over the face and neck and in highly sensitive persons even 
as far as the wrists and the lower part of the abdomen. 

The Hypothesis of a Double Infection —The highly controversial 
state of the question of the etiologic importance of the various infective 


Apparent Causes of Relapse and Exacerbation in Acne Vulgaris 


Menstrual flares (of 104 cases in which data were available)......... 39 


Neglect of the scalp (relapse of seborrheic infection)................. 33 
Contact inoculation (squeezing, picking, “‘fondling’’)................ 29 
Poor cooperation 

Strain of school examinations 
Chocolate (flare a few hours after ingestion)....................50505. 


agents of the lesions of acne hardly seems to justify the naming of any 
type of organism as the sole cause of so variegated a clinical picture. A 
double infection with a yeastlike organism and a staphylococcus has 
seemed to us hypothetically to cover most satisfactorily the variations 
observed. It seems to us probable that deep infection of the oversecreting 
or cystic sebaceous gland with a yeastlike organism can perform the 
role ascribed to the primarily invading fungus in Ravaut’s * conception 
of the intertriginous streptolevurid, though in acne the secondary invader 
is more likely to be a staphylococcus, whereas in pruritic and scaling 
dermatoses of the ear, as Mitchell,?* for example, has shown, the strep- 
tococcic types are more apt to take advantage of the primary yeast infec- 


21. Ravaut, P.: Les eczématides secondaires d’origine allergique, survenant au 
cours des intertrigos a levures (Levurides), Rev. internat. de méd. et de chir. 


40:85 (July) 1929. 
22. Mitchell, J. H.: Streptococcic Dermatoses of the Ears, J. A. M. A. 108: 


361 (Jan. 30) 1937. 
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tion. Thus, dependent on the degrees of sensitivity to the two specific 
types of organisms involved, there are on the one hand yeast acne, 
largely a comedo extension of a seborrheic process in the scalp, and 
on the other hand, pyogen acne in which the secondary staphylococcic 
infection with pustulation far outweighs the activity and destructive effect 
of the comedo and seborrheic background. In persons of rufous tendency 
and those with vagotonic facial congestion the pyogen often dominates 
the picture to such a point that comedos scarcely have time to form 
before they are involved and destroyed in the local pustular involvement. 


The Allergic Element, Including Ingestion, Infection and Contact 
Allergies —Nine observational items contribute to our conviction that 
the allergic state in its various manifestations is an important component 
of the etiologic complex of acne. The familial and hereditary background 
of the allergic state was present in 33 per cent of 175 cases in our series 
in which a history adequate for study was available. Apparently specific 
allergic reactions with decided eruptive flares, based on the ingestion 
of chocolate and milk and with recovery after therapeutic failure by rigid 
exclusion of these foods, were observed. These observations confirm 
those of Rowe ** and of Cleveland White ** as to the importance of 
sensitiveness to certain foods in the causation of acneform eruptions. 
One undoubted case of sensitiveness to yeast with severe exacerbation 
on administration and recovery on withdrawal was observed, and in 
1 case there was a suspicion of similar sensitiveness to hog liver extract. 
In 1 case the response to withdrawal of tobacco was so striking as to 
suggest an allergic factor. The influence of contact allergy is suggested 
by papular acne without comedo formation and with only occasional 
severe pustulation which occupies exactly the areas of application of 
powder and rouge with the compact swab. Mechanical occlusion and 
contact inoculation may, of course, confuse the picture. A fourth 
observation suggesting local allergic susceptibility concerns what we call 
the lesion puncture reaction. In about 35 per cent of patients, usually 
those with the acute indurative type of involvement, puncture of several 
scattered lesions in a given area led not only to wheal formation in the 
absence of general dermographism about the punctured lesion but, after 
an interval of four to ten minutes, to decided paling and wheal-like 
edema about a number of adjacent but untouched comedo cysts and 
early pustules. The reaction was so definite that it served as a means of 
detecting the active lesions of the sebaceous glands in the earliest stage, 
often below the threshold of visibility under ordinary circumstances. 
This reaction suggests to us the possibility that an allergic flare mecha- 


23. Rowe, A. H.: Food Allergy, Philadelphia, Lea & Febiger, 1931, p. 113. 


24, White, C. J.: Acneiform Eruptions of the Face: Etiologic Importance of 
Specific Foods, J. A. M. A. 108:1277 (Oct. 27) 1934. 
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nism similar to that which operates with patch tests and intradermal 
injections of vaccine may be operative. The liberation of either organ- 
isms or exotoxins at the site of puncture provokes positive whealing 
reactions in the sensitized area of skin at sites of concentration of the 
same organisms or exotoxins about untouched but infected neighboring 
sebaceous glands. The fifth intimation of the existence of a state of 
local pyogen sensitiveness is the extension of pyogenic lesions and the 
preceding comedos at the periphery of involuting areas, particularly 
extensions from the shoulders downward onto the arms, and from the 
back and chest onto the thighs and abdomen, respectively. This can be 
observed in patients regionally treated with roentgen rays. The sixth 
intimation of allergic hypersensitiveness is found in the flare reaction 
which accompanies the use of both autogenous vaccines and multiple 
strain toxoids. While merely local reaction at the site of injection js 
the rule, occasional patients will show sharp flares of the pyogenic 
phase of their acne if even a low dosage is pushed too rapidly. As a 
seventh item we have also been inclined to regard the local cystic degen- 
erative reaction, with its inadequate inflammatory defense, as a possible 
manifestation of an allergic or perhaps even an anergic state. The eighth 
item is the apparent existence of sensitiveness to light in some persons 
with severe pyogenic acne, testified to by their sharp pustular exacerba- 
tions on exposure to summer sunlight. The reaction follows sharp 
rather than weak exposures and can be avoided by sufficiently cautious 
increase of the period of exposure. Finally, the ninth, and to us most 
striking, feature of the infection-allergy phase of the acne complex has 
been our repeated confirmation in more recently and carefully observed 
cases of the observations of Stokes and Callaway ** on the pyogenic 
flare or relapse in acne induced by intercurrent griplike nasorespiratory 
and gastrointestinal infections. This element in relapse, conspicuous 
during the past two years of our experience not only with acne but 
with other infectious-allergic complexes, does not occupy as prominent 
a place in our tabulation of causes of relapse as it should, because our 
material for this table was drawn from cases observed before 1935. 

Taken in the aggregate, the nine probably allergic phenomena 
aforementioned constitute an important element in the causation of pri- 
mary acne and of relapse. 

Water Balance (?) Factor.—The literature on the influence of water 
balance—that is, the hydration and dehydration of the skin and other 
tissues—on the course of infection has been reviewed by Stokes, Beer- 
man and Ingraham” with a detail impossible here. In summary it 
may be said that a now considerable body of experimental and clinical 


25. Stokes, J. H., and Callaway, J. L.: Pyogenic Relapse and Sensitiveness t0 
Light in Certain Dermatoses, Arch. Dermat. & Syph. 36:976 (Nov.) 1937. 
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evidence tends to show that hydration of tissue is a direct predisposing 
factor to infection, and particularly to infection in which pus is pro- 
duced. The hydrating factors acting unfavorably on the course of an 
infection include (1) the hydration of tissues produced by a high car- 
bohydrate intake (F6ldes,** von Bischoff and Voit,?* Moraczewski,”* 
Meyer-Bisch,”” Atchley and his associates,*° Peters and his associates,** 
Kvdd,*2 Tobler and Bessau,** Klose ** and Menkin and Warner **) ; (2) 
hydration conceivably produced by an alkaline ash diet in which fruit 
juice both as an alkaline ash food and as a carrier of carbohydrate is apt 
to figure conspiculously (Zitzke and Peters **) ; (3) hydration produced 
by the ovarian and testicular hormones, of which experimental verification 
has been observed in animals by Thorn, Nelson and Thorn;** (4) 
cutaneous hydration, sometimes even easily observable clinically, in 
association with the cycle of ovulation and menstruation in women, and 
thus forming a possible explanation of the menstrual flare. It is con- 
ceivable that increased hydration of the skin of the adolescent as the 
estrogenic substances are elaborated is the unknown endocrine factor of 


6. Féldes, E.: A New Approach to Dietetic Therapy, Boston, Richard G. 
Badger, 1933. 

27. von Bischoff, T., and Voit, C.: Die Gesetze der Ernahrung des Fleisch- 
fressers durch neue Untersuchungen festgestellt, Leipzig, C. F. Winter, 1860. 

28. Moraczewski, W.: Ueber den Einfluss der Fettnahrung auf die Wasseraus- 
scheidung, Ztschr. f. klin. Med. 101:38 (Dec.) 1924. 

29. Meyer-Bisch, R.: Mineral- und Wasserstoffwechsel bei Diabetes mellitus, 
Ergebn. d. inn. Med. u. Kinderh. 32:267, 1927. 

30. Atchley, D. W.; Loeb, R. F.; Richards, D. W.; Benedict, E. M., and 
Driscoll, M. E.: On Diabetic Acidosis: A Detailed Study of Electrolyte Balances 
Following the Withdrawal and Reestablishment of Insulin Therapy, J. Clin. Inves- 
tigation 12:297 (March) 1933. 

31. Peters, J. P.; Kydd, D. M.; Eisenman, A. J., and Hald, P. M.: The Nature 
of Diabetic Acidosis, ibid. 12:377 (March) 1933. 

32. Kydd, D. M.: Salt and Water in the Treatment of Diabetic Acidosis, ibid. 
12:1167 (Nov.) 1933. 

33. Tobler, L., and Bessau, G.: Allgemeine pathologische Physiologie der 
Ernahrung und des Stoffwechsels im’ Kindesalter, Wiesbaden, 1914. 

34. Klose, E.: Zur Kenntnis der Korperzusammensetzung bei Ernahrungsstér- 
ungen, Jahrb. f. Kinderh. 80:154, 1914; 91:157, 1920. 

35. Menkin, V.: Aspect of Inflammation in Relation to Immunity, Arch. Path. 
12:802 (Nov.) 1931; Studies on Inflammation: X. The Cytological Picture of an 
Inflammatory Exudate in Relation to Its Hydrogen Ion Concentration, Am. J. 
Path. 10:193 (March) 1934. Menkin, V., and Warner, C. R.: Significance of 
‘Carbohydrate Metabolism and Local Acidosis in Inflammation, Proc. Soc. Exper. 
Biol. & Med. $4:594 (June) 1936. 
| 36, Zitzke, E., and Peters, L.: Zur diatetischen Behandlung des Ekzems mit 
besonderer Beriicksichtigung des Einflusses der Kost auf Blutbild, Alkalireserve 
und K/Ca-Quotient, Dermat. Wchnschr. 100:669 (June 15) ; 697 (June 22) 1935. 


nal | 
n | 
g | 
he 
n | 
of 1 | 
h | 
| 
€ 
rl 
\\4 | 
the 
be 
th | 
0 
n | 
ple | 
3 
18 
ni 
Cc 
4 
ble 
th 
a 
- 
as 
35 
: 4 
j 
It 
= 
: 
2 


356 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


the etiologic complex of acne, for Smith and Smith ** observed the highes, 
concentration of these substances in the urine at the period of menstrya! 
hydration. Interestingly, some of our female patients were familiar with 
the increased appetite and thirst preceding the menstrual flow and occa- 
sionally noted a sharply increased craving for carbohydrate. As an 
indirect effect of the reduction of carbohydrate on the mechanism of 
hydration of the body, the influence of low carbohydrate intake on the 
tendency to colds (Hoelzel **) and to gastrointestinal upsets (through 
the syndrome of intestinal intolerance of carbohydrate described by Ken- 
dall and his associates *® and Althausen and his co-workers *°), with 
their marked flare-producing and relapse-producing proclivities, should 
be mentioned. 

The dehydrating mechanisms are of an interest almost equal to that 
of the hydrating mechanisms. Swinging the acid-base equilibrium sharply 
to the acid side by a diet high in protein, which is a notable dehydrator, 
and by the administration of dilute hydrochloric acid by mouth would 
have a logical place in the therapy of acne as in that of the rosacea 
syndrome (Stokes and Beerman * and others). The restrictions placed 
on the high carbohydrate diet as a hydrator and promoter of infection 
do not apply to the intravenous administration of dextrose. The work 
of Pillsbury and Kulchar ** and of Pillsbury and Sternberg * and the 


37. Smith, G. V., and Smith, O. W.: Urinary Excretion of Estrogenic and 
Gonadotropic Hormones During Menstrual Cycles, Period of Conception and Early 
Pregnancy, New England J. Med. 215:908 (Nov. 12) 1936. 

38. Hoelzel, F.: Diet and Resistance to Colds, Science 86:399 (Oct. 29) 1937. 

39. (@) Kendall, A. I.: Intestinal Intolerance for Carbohydrates Associated 
with Over-Growth of Gas Bacillus (Bacillus Welchii), J. A. M. A. 86:737 (March 
13) 1926. (b) Kendall, A. I.; Day, A. A., and Walker, A. W.: Chemistry of 
Intestinal Flora of Man Containing Abnormal Numbers of Gas Bacilli: Bacterial 
Metabolism, J. Infect. Dis. 38:217 (March) 1926. (c) Kendall, A. I., and Schmitt, 
F. O.: Physiologic Action of Certain Cultures of Gas Bacillus: Studies in Bac- 
terial Metabolism, ibid. 39:250 (Sept.) 1936. 

40. Althausen, T. L.; Gunnison, J. B.; Marshall, M. S., and Shipmann, S. J.: 
Carbohydrate Intolerance and Intestinal Flora: Clinical Study Based on Sixty 
Cases, Arch. Int. Med. 56:1263 (Dec.) 1935; Tr. Am, Gastro-Enterol. A. 36:143, 
1933. 

41. Stokes, J. H., and Beerman, H.: The Rosacea Complex, Arch. Dermat. & 
Syph. 26:478 (Sept.) 1932. 

42. Pillsbury, D. M., and Kulchar, G. V.: Relation of Experimental Skin 
Infection to Carbohydrate Metabolism: Effect of Hypertonic Glucose and Sodium 
Chloride Solutions Injected Intraperitoneally, Am. J. M. Sc. 190:169 (Aug.) 1935. 

43. Pillsbury, D. M., and Sternberg, T. H.: Relation of Diet to Cutaneous 
Infection: Study of the Influence of Varying Carbohydrate and Fat Intakes and 
of Fasting on Experimental Pyogenic Cutaneous Infections in Dogs, with Com- 
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observations of Tauber ** and of Crawford and Swartz *° indicate that a 
hich intake of carbohydrate need not have bad effects. Dextrose given 
intravenously in particular is an effective dehydrator, in addition to 
the aid which it presumably gives to the liver in dealing with the intoxi- 
cation associated with furunculosis and carbuncles. Water starvation 
and great reduction of the intake of sodium chloride might be conceived 
to be beneficial to severe acne but have had no trial at our hands. The 
value of giving dilute hydrochloric acid by mouth was pointed out years 
ago by Knowles and Decker *° and has been confirmed in our experi- 
ence, particularly in persons with a tendency to rosacea and a gastro- 
intestinal infective, an anemic or an allergic background. 


The Contact Inoculation Factor.—The importance of contact inocula- 
tion was recognized by the older dermatologists, who insisted on the 
redressing of the hair to avoid contact with the face and neck. Auto- 
inoculation of acne is entangled with the psychogenous background, for 
it results inevitably from the abortive gestures of concealment represented 
by “chin fondling” and what Pillsbury has informally designated the 
“acne salute.” Picking and squeezing of comedos and pustules, especially 
by women, in the search for explanations for a distraught state of mind, 
form, we believe, one of the most important elements in the chin acne 
of the twenties and of middle married life. We have even observed a 
patient whose acne was limited to the neck below the jaw line as the 
result of the practice of resting the chin and head on the closed fist 
instead of the open palm, and a 19 year old college student without 
previous suggestion explained to us the psychic mechanism of his face- 
hiding “salute.” Plaques under the coiffure which refuse to clear until 
the hair is cut or the hairdress changed are familiar to every one. 


The Rosacea Background.—The rosacea-predisposing background in 
many cases of acne in which actual chronic indurative redness has not 
yet developed can be observed, particularly in women, by a study of 
the play of color on the face during conversation at the first or a sub- 
sequent examination. The asking of a slightly embarrassing question or 
one inducing self consciousness at once betrays the sensitiveness of the 
flush area and assists in explaining the rosaceaform distribution of sebor- 
rhea, comedos and acne in a patient sine rosacea, so to speak. For such 
patients the systemic therapy advised in a previous study of the rosacea 
complex is useful and occasionally constitutes the turning point toward 
a delayed but ultimately satisfactory outcome. 


44. Tauber, E. B.: Hyperglycemia in Diseases of the Skin, Arch. Dermat. & 
Syph. 27:198 (Feb.) 1933. 

45. Crawford, G. M., and Swartz, J. H.: Acne and Carbohydrates: A Pre- 
liminary Report, Arch. Dermat. & Syph. 383:1035 (June) 1936. 

46. Knowles, F. C., and Decker, H. B.- Gastric Acidity in Acne Vulgaris: 
Preliminary Report, Arch. Dermat. & Syph. 18:215 (Feb.) 1926. 
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Fatigue and Exhaustion.—lt is impossible to observe acne from week 
to week, particularly in college and high school students under pressure, 
without recognizing the importance of fatigue and exhaustion in the 
unfavorable course in many cases. In our study of 251 relapses (table) 
fatigue stood fourth among the apparent causes. Stretched between the 
“date” and the radio program, the patient in adolescence and, in fact, in 
no small part of early adult life finds himself passing the fatigue limit 
and running “on his nerve” while the night is yet young. Associated 
too with the nervous tension of school work (and be it said, also of 
competitive athleticism) the influence of late hours both of study and 
recreation comes to be recognized even by the college student himself 
as a significant element in the state of his face. Before the establishment 
of college health services, one of us (J. H. S.) was made thoroughly 
familiar with the procession of stiff courses and extracurricular activi- 
ties in at least three colleges and universities by the ups and downs of 
his student patients’ complexions. For a teacher with persistent acne, 
six weeks’ close adherence to a 9 p. m. bedtime is often the key to a 
transformation. One of the most acute spreading and destructive cystic 
acnes of our experience, in a young university student on whom all the 
ordinary procedures had been tried by a competent dermatologist with- 
out success, terminated in a temporary recovery after three months’ 
rest in bed on the porch of his family’s fishing lodge. The condition 
relapsed when he returned to the high tension of a professional school 
regimen and again recovered with rest and a change of mental attitude. 
The tension engendered by the modern educational system itself, with 
its frequent and grueling examinations, its competitive tactics and 
emphasis on marks—all the fear and the feeling of inferiority bred by the 
weeding-out idea—cannot be overlooked. It underlies a student's acne 
which clears in vacations and flares and subsides under the pressure of 
the educational regimen. Higher education for women particularly 
has cost many faces dear. 

It must be recalled too that fatigue is both an originator and a 
broadener of the base of the allergic state (Duke;** Harkavy and 
Maisel **) and thus influences persons whose acne exhibits an allergic 
phase. 

Vitamin Therapy and the “Anemia-Constipation” Factor —Sut- 
ton’s *® observation on the value of liver therapy in severe acne, while in 


47. Duke, W.: Asthma, Hay Fever, Urticaria and Allied Manifestations of 
Allergy, St. Louis, C. V. Mosby Company, 1925. 

48. Harkavy, J., and Maisel, F.: Infectious Asthma and Its Relationship to 
Chronic Sinus and Pulmonary Disease, J. A. M. A. 96:1943 (May 30) 1931. 

49. Sutton, R. L.: Liver Diet in Acne Vulgaris and in Furunculosis, Arch. 
Dermat. & Syph. 18:887 (Dec.) 1928. 
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part probably a tribute to a high protein diet, was also the ayy oe 
ior vitamin therapy, which seems to play a significant part in déaling 
with the acne complex. Notwithstanding the confusion in the field aud 
the failure of practitioners thus far to differentiate between correction 
of deficient or average vitamin intake in the diet and high pressure 
vitamin feeding as a therapeutic measure, it is possible to do some 
rational ordering of vitamin therapy of patients with acne. The pustular 
secondary involvement of the follicular keratoderma observed in avita- 
minosis in man °° suggests the desirability of liberal doses of vitamin 
A in the treatment of patients with pustular acne. Kulchar’s ** review 
of the literature on vitamin A cites Finlay’s observation that avitamino- 
sis A leads to reduction in lysozyme in the tear secretion of rats suffi- 
cient to permit the growth of staphylococci and the establishment of 
infections about the eyes. The work of MacKay *? and Clausen ** seems 
to indicate a definite increase in the resistance of the skin of infants 
receiving adequate amounts of vitamin A. That vitamin A administered 
alone may not be absorbed is suggested by the work of Swift,°* who 
found that deficiency of gastric hydrochloric acid could be responsible 
for a failure of absorption of this vitamin. Accordingly, either hydro- 
chloric acid itself in sufficient amounts, whether normally present or 
administered, or the vitamin B complex, which contains an achlorhydria- 
preventing fraction,®® is a logical concomitant of vitamin A. 

The vitamin B complex contains a number of elements for the 
management of the patient with acne. Vitamin B: administered as such 
has a definite beneficial effect on the motility of the gastrointestinal tract 
and should be used either alone or as part of the vitamin B complex 
in dealing with the constipation factor in acne in preference to the long- 
standing abuse of laxatives, alkaline and otherwise, and of liquid petro- 
latum. The vitamin B complex, as already mentioned, contains an 


50. Frazier, C. N., and Hu, C.: (a) Cutaneous Lesions Associated with Defi- 
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and Distribution According to Age of Cutaneous Manifestations of Vitamin A 
Deficiency: Study of Two Hundred and Seven Cases, Arch. Dermat. & Syph. 33: 
825 (May) 1936. 

51. Kulchar, G. V.: Dietary Factors in Pyogenic Infections of the Skin, J. 
Chemotherapy 14:61 (Oct.) 1937. P 
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achlorhydria-preventive fraction which is of importance both to the 
absorption of iron as a hematinic agent and to all those interrelations of 
which the presence of an adequate amount of hydrochloric acid in the 
gastric secretion is a necessary part (Stokes and Pillsbury’). The 
anti-infective qualities of the vitamin B complex are probably largely 
dependent on the vitamin B, and the antiachlorhydric fraction, and these 
in turn should logically materially influence allergic difficulties dependent 
on the gastrointestinal tract. A supposedly specific antidermatitic factor 
in the vitamin B complex which has been variously designated as “B,,” 
“factor Y” and “vitamin H,” deficiency of which is responsible for the 
appearance of dermatitis in rats, appears to have been a disappointment 
from the standpoint of cutaneous therapy, perhaps because the rat 
dermatitis in which it was effective has no homology, according to 
Milbradt,®? with the seborrheic dermatitis of man. With the use of 
nicotinic acid in the treatment of acne we have had no experience, but 
we have found it disappointing in the treatment of other types of pyo- 
genic dermatitis. Its influence might be observable in light-sensitive 
patients with coproporphyria. 

Vitamin C therapy of acne has had no trial at our hands, nor does 
it appear to have any particular indication for the acne complex unless 
one might infer its usefulness from its indicated influence on tuberculosis 
(Hojer,®* Heise and Martin,®) and its alleged but not yet completely 
elucidated influence on the cutaneous allergic state. 

Vitamin D, in the form of viosterol, in doses of 20,000 to 30,000 units 
daily for from two to eight weeks has been recently employed by Hinrich- 
sen and Ivy ® in the treatment of acne. Improvement was observed in 
20 per cent of the patients thus treated, and an increase in the dose to 
100,000 units daily resulted in improvement in an additional 25 per 
cent. It is also possible that the undoubted improvement in acne induced 
by general ultraviolet irradiation of the body, even with the acne-involved 
areas protected, is due to the formation of vitamin D in the skin. A 
more probable therapeutic contribution, however, is probably made by 
the formation of peroxides (ozone-like bodies) by the action of ultra- 
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violet rays on the cutaneous lecithins, the bactericidal properties of 
which have been studied by Stevens.** 

[t would appear, then, that there is justification for high vitamin 
therapy in dealing with the acne complex even though vitamin defi- 
ciencies in general do not appear to be conspicuous in the diet of patients 
with the disease. It should be pointed out again that the object of such 
therapy can be accomplished only by large doses, far in excess of those 
necessary to the correction of supposed average dietary insufficiencies. 
We have felt that our results with a number of patients, especially by 
the administration of a yeast extract of high potency and by the use 
of liver extract with iron, have been well worth while. We cannot say 
that our large doses of vitamins A and D have been so clearly justified. 

The anemia-constipation factor, as it has long been recognized in 
the acne of chlorotic girls, resolves itself into a matter of vitamin B 
plus iron therapy, with the use of hydrochloric acid for patients with low 
gastric acid values and, indeed, for others in whom no marked deficiency 
is demonstrable. 


The Psychoneurogenous Component.—This factor in the acne com- 
plex has impressed us almost sufficiently to prompt a separate paper. The 
possible effects of the psychoneurogenous component include: (1) emo- 
tional effects on the thalamic control of sebaceous secretion already 
mentioned; (2) vasomotor effects, particularly on the face and neck, 
including vagotonic flushing which is more or less diffuse and constant 
and the rosaceaform flush of the center of the face; (3) depressive 
effects of emotion on the secretion of hydrochloric acid, and through the 
consequent rise in py on the absorptive capacity of the gastrointestinal 
tract, with induction of the background for rosacea,®* disturbances in 
motility and spasm and intestinal carbohydrate intolerance; (4) emo- 
tional exaggeration of allergic effects, with broadening of the allergic 
base to include temporary reactivity to various allergens, and (5) the 
action of emotion on the endocrine balance, particularly the sex hormone 
mechanism through sexual tension. 

To the ccucrolling or inhibitory mechanism of sebaceous secretion we 
have already alluded, briefly summarizing a rather scanty knowledge. To 
just what degree tension of any description, depressive influences and 
more specifically sexual conflicts may influence this particular group of 
structures it is as yet impossible to say. .A homolog, however, in 
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the action of sexual tension on the apocrine sweat system has, perhaps, 
comparative significance. It is even possible that sweat over the facial, 
presternal and interscapular areas may be as important as sebum jn 
modifying or stimulating the infectious background of acne. 

The vascular indicators of nervous tension and imbalance can, with 
practice, be made more usable for clinical appraisal than the signs refer. 
able to the sebaceous mechanism. The “‘vagotonic’’ vascular habitus, with 
the flushed face and neck, the great vasomotor instability and the flicker 
of the eyelids, is a factor that can be studied in successive interviews 
with the patient and controlled to some extent both by thalamic sedatives 
like the barbitals and by antivagotonic drugs, such as atropine. In 
general, however, reeducation in living habits and outlook is a sounder 
procedure. The emotional background of rosacea can begin to show its 
effects early in life, though the chronic vasodilatation of the center of the 
face may not ensue until later years, when the tone of the facial vessels 
has become permanently defective. The presence of a definite rosaceal 
distribution to the facial play of color in certain patients with acne 
suggests to us the need for correction, particularly of the gastro- 
intestinal background, which has been discussed elsewhere (Stokes and 
Pillsbury **). 

The effect of emotion on the allergic state is well recognized and 
has been discussed by Stokes, Kulchar and Pillsbury ® in connection 
with urticaria. The rise in emotional tension at examination time even 
in the “bright student,” who is not obliged by such a matter as a series 
of examinations to reduce his rest materially and to exhaust his physical 
resources in order to make his grade, is rather suggestive. In fact, 
the phlegmatic person shows much less reaction to a much more exhaust- 
ing and exacting preparation than does the able student beset by fears. 
In observing these effects on acne, one is seeing nothing more incredible 
than the now well recognized fear component of an “allergic” asthma. 
Determination of the action of fear, conflict and anxiety on gastro- 
intestinal secretions, motility and spasm and on the vasomotor mecha- 
nism is, then, a part of the necessary study of every patient with acne. 

Contact inoculative practices and excoriative activity arise in the 
patient by a mechanism which includes a skin or face consciousness lead- 
ing to a feeling of inferiority, a group of fears centering about the 
social eligibility, career value and prospective eligibility for marriage. 
The last consideration affects girls particularly, for to them the ill effects 
of a blemished complexion are exaggerated by the pecking and heckling 
of a “complexion-fixed” parent or other relative ; by the stigmatization of 
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acie as a disease of uncleanliness and bad personal hygiene, and by 
the atrocious cosmeticism that rides American womanhood, giving every 
girl child both from the lips of parents and friends and from innumer- 
able advertising sources the impression that beauty is skin deep and 
that a girl’s future is conditioned by “that school girl complexion” and 
“the skin you. love to touch.” Under such a combination of pressures. 
even the occasional blackhead becomes a physical and psychic calamity 
of the first magnitude. The chain of depressive psychogeny is easily 
observed in the debutante whose Prince Charming fails to materialize and 
who thereupon begins a mirror questioning of her face. The slightest 
blemish receives immediate “pick-and-squeeze” treatment and the auto- 
inoculative factor comes into play, with the virtual creation of a local 
infection where none need have existed. A similar mechanism appar- 
ently plays a prominent role in the acne of the chin of the postpuberal 
period and of married life. One of the most striking indicators of the 
sense of inferiority and shame is the instinctive attempt to hide a 
blemished face with the hand (the ‘acne salute” already mentioned), 
which of course is an important autoinoculative practice. 

Sexual tension of the patient with acne, with its repercussions on the 
endocrine mechanism, is better defined by a study of individual cases 
than by generalization. A confessional outburst which relieved one 
of our patients with severe and intractable acne of her distress concerning 
the practice of masturbation resulted in almost unbelievable improvement 
within a week. Here apparently the basic visible change was the 
disappearance of a large part of the facial flush. The reestablishment 
of the patient’s self respect by escape from a nagging complexion hound 
of a mother completed the cure. An exceptionally intelligent unmarried 
woman reported the comings and goings of her acne through periods 
of sexual indulgence dictated by an overwhelming libido. Her decision 
to break up the practice twice resulted in a period of professionally 
incapacitating recurrence of the acne. The acne of the chin of the 
married or single woman in adult life is so commonly underlain by 
depressive episodes following a “broken heart” or a conviction that the 
husband’s waning sexual attentions are an expression of secret infidelity 
or loss of affection that the tears and admission of the situation became 
for a time almost a commonplace in the experience of one of us 
(J. H. S.). The expression of relief on a young woman’s face when 
she is assured with conviction that her beautiful eyes and smile are 
sufficient to take care of her social and marital future despite her acne 
is a token of the significance of such considerations. In the field of 
excoriating practices, a painstaking analysis of 2 cases by Pearson ** 
clearly demonstrated the sexual tension underlying the practice and the 
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cure that followed its psychiatric adjustment. The heightened sexyal 
tension of the premenstrual period leads many women into autoinocy- 
lative and excoriative practices, limited entirely to that part of the 
month. 

The therapeutic adjustment of psychiatric factors in the care of 
acne can usually be accomplished by the dermatologist by making the 
situation clear in general terms to the patient at the outset and by 
devoting to the “fixed” parent the time and attention necessary for 
removal of his or her unfortunate influence on the condition. For 
some of the more extreme grades of compensatory oversolicitude, taking 
the place of frustration in other directions, psychologic or psychiatric 
counsel and management may be necessary. Most patients, after con- 
ceding with a gush of tears the validity of the diagnosis laid before 
them, manage to make their own satisfactory adjustment. 

Iodide and Bromide Factor.—On this element in the acne complex 
we have no controlled observations but have followed Shelmire “ and 
Wise and Sulzberger ® in reducing the intake of these halogens as much 
as possible. 


THE RATIONALE OF LOCAL THERAPEUTIC AGENTS IN ACNE 


So much of the management of the patient with acne is still con- 
cerned with local conditions of the skin that we have been obliged to 
attempt a rational setup for local management. The attack on the hyper- 
active sebaceous gland is probably one of the chief functions of roentgen 
irradiation. It is difficult to explain, however, such observations as those 
of Niles,** in which the untreated side of the face cleared as the other 
side was treated, though the through and through irradiation is demon- 
strably negligible. Two possibilities, the former to be credited to Pills- 
bury,®’ are suggestive. It is possible that some irradiation of the pituitary 
gland takes place in the treatment of most patients with acne. The 
effect of such irradiation on the syndrome of premenstrual tension, and 
hence by implication on sexual tension in general as well as on the 
general endocrine and hormonal relations involved, is strikingly illus- 
trated by Israel’s ** and Edeiken’s ®* irradiation of the pituitary gland 
in the treatment of the premenstrual deluteinization syndrome. The 
effective dose may apparently be remarkably small. A _ second 
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possibility is based on the observation of what we have called the 
“Herxheimer-like flare,” an exacerbation of acne following exposure to 
fractional doses of unfiltered roentgen radiation totaling roughly 200 
to 300 roentgens. This Herxheimer-like effect may be part of the 
cyclic aspect of vasodilatational phenomena following cutaneous irradia- 
tion observed by Miescher * and by Harris, Leddy and Sheard.*° While 
the vasodilatation itself may be confined to the irradiated area as those 
observers have reported it, it is possible that the acne flare occurring 
in association with the vasodilatation liberates into the circulation and 
distributes to the untreated side sufficient antibodies, leukocytic defensive 
products and bacterial antigens to bring about a recovery on the 
untreated as well as on the treated side. We have repeatedly been 
impressed with the belief that stimulation, irritation or injury of the 
individual lesion of acne has “vaccinal” effects. In fact, it is to this 
that we attribute at least a part of the benefit observed from the 
puncture and drainage of lesions of all types long before any appreciable 
impression has been made on the total number of such lesions over 
a given area. It may, therefore, be that -irradiation is indirectly a 
method of vaccination and protection by inducing the formation of 
antibodies, as well as being locally effective in reducing the size and 
activity of sebaceous glands and changing the terrain of bacterial growth. 
The action of ultraviolet rays, while conceivably in part directly bac- 
tericidal (apt to be a function of definite wavelength bands), is also 
indirect through the production of vitamin D, through the acceleration 
of whatever action may be attributed to vitamin C as an antiallergic 
preparation stored in the skin by the production of pigment (Corn- 
bleet 7!) and finally through the liberation of peroxides as local disinfect- 
ing agents by the decomposition of lecithins (Stevens **). Induction 
of erythema and vasodilatation, of course, acts here as it does with any 
counterirritant type of therapy. 

Local applications and the processes of cleansing and draining have 
many principles in common with minor surgical procedures. The 
feebler antiseptics are the more effective, and in our experience the 
striking good effect of potassium permanganate in dilute solution seems 
to be more than merely that of a hot drainage application. The useful- 
ness of manganese as a nonspecific therapeutic agent for pyogenic 
infections (manganese butyrate and colloidal manganese by injection) 
suggests that it may act locally as it does when administered intra- 


69. Miescher, G.: Roentgenerythema, Strahlentherapie 16:334, 1923. 
70. Harris, M.; Leddy, E. T., and Sheard, C.: Spectrophotometric Analysis 
of the Color of the Skin Following Irradiation by Roentgen Rays, Radiology 19: ° 
233 (Oct.) 1932. 

71. Cornbleet, T.: Vitamin C and Pigment, Arch. Dermat. & Syph. 35:471 
(March) 1937, 
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muscularly. The quinoline and benzoyl peroxide preparations, depen- 
dent at least in part on the vehicles of essential oils in which they are 
applied, do not seem so effective for true acne as for the sycoses. The 
resolution of plaques of acne conglobata and other indurative types 
and of mixed acneform and dermatitic eruptions with such measures 
as intradermal injections of boiled milk and of the uninoculated sterile 
cultural medium on which the staphylococci for toxoid are to be grown 
suggest certainly that much of this part of the therapeutic machinery 
employed for acne is nonspecific. 


SUMMARY 


Attention has been directed by observation and analysis of a con- 
siderable group of cases of acne to thirteen etiologic components to 
which attention should be paid in the rational interpretation of causation 
and in the conduct of treatment. In the management of a patient with 
acne the age of onset, grade of involvement and prognosis are influenced 
by hereditary or familial considerations. There is as yet no satisfactory 
endocrine therapy based on specific indications, but it is clear that those 
endocrine substances which influence basal metabolism and hydration of 
tissue are at least theoretically important. The control of recognized 
hyperactivity of the sebaceous glands is still largely a matter of local 
treatment, but what is known of its nervous mechanism points to the 
potential influence of sexual tension and the background of fears, con- 
flicts and anxieties which can be recognized in the patient’s mental 
makeup. Adjustment of these matters must therefore have a place 
in the treatment. The hypothesis of a double infection and the close 
relation of acne to seborrheic processes in the scalp, whether of yeast 
or of pyococcic origin, makes thorough treatment of the scalp essential. 
Some differentiation between “yeast acne” and “pyogen acne” in thera- 
peutic management is helpful. The allergic state contributes many 
important elements in the behavior of acne, including ingestion of foods 
(milk, chocolate) ; infection, particularly displayed in the influence of 
intercurrent infections on flares and relapses of the pyogenic element, and 
possible contact influences. A local infection-heightened process of 
sensitization akin to Whitfield’s autosensitization appears to form part 
of the mechanism of extension and behavior of acne under treatment. 
The water balance phenomena in the background and therapeusis of acne 
are important and include particularly the unfavorable influence of 
cutaneous hydrating agents and physiologic incidents, including carbo- 
hydrate in the former and the cycle of ovulation and menstruation in 
the latter. The effects of the administration of hydrochloric acid, of 
restriction of carbohydrate, of limitation of fruit juices and other alka- 
line ash foods and of a high protein intake are probably in part due 
to the influence of dehydration on infection. The contact inoculative 
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factor requires watching in all cases of acne and in some is of major 
etiologic importance. Its close relation to the psychoneurogenous com- 
ponent should be borne in mind. Systematic observation in all cases 
of the play of color, particularly on the face, will assist in identifying 
the congestive or flush elements both in vagotonia and in what might 
be called rosacea sine rosacea—the earliest beginnings of the flushing 
of the center of the face. Fatigue and exhaustion, through their influence 
on resistance to infection, vasomotor instability and the allergic state, 
play a conspicuous part in the behavior of acne in the school years 
and stand high among the causes of relapse. The use of vitamin 
therapy, particularly with the vitamin B complex and less certainly with 
vitamins A and D in large doses, has support both from the literature 
and from our experience. Attention to the antianemic factor, which 
includes the achlorhydria-preventing fraction of the vitamin B complex, 
with the administration of iron and copper and the correction of consti- 
pation with the aid of the vitamin B, fraction in preference to laxatives, 
is logically justifiable. The psychoneurogenous component includes 
apparently an important element of sexual tension, plus feelings of 
inferiority and fears based on disfigurement and on the exaggerated 
emphasis on cosmetic effect of the present day, especially in relation to 
women. Autoinoculative and excoriative practices reflect this inward 
tension. Early adjustment of these factors for both the patient and 
the “complexion-fixed” parent or other associates materially enhances 
the effectiveness of treatment. 

The more thorough the attention given to the elements of this com- 
plex etiologic background, the more successful will be the local therapy 
with roentgen rays and other agents. Without such attention the 
most thorough regimen of local treatment, including especially roentgen 
irradiation, is apt to be only temporarily effective. As a result, overuse 
and repetition of the irradiation in the attempt to clear the difficult 
lesions or deal with relapse bring on atrophy and other effects of over- 
dosage. An analysis of factors of relapse operative in 200 cases shows 
dietary lapse; menstrual flares; neglect of the scalp; overwork, late 
hours and fatigue; contact inoculation; intercurrent infection; worry 
and nervous tension, and alcoholic excess to be foremost. A study 
of irradiation as an element in management, not here presented in detail 
but supporting the adjunctive value of irradiation, indicates that good 
results can be achieved without it by sufficient attention to other factors 
and that, while excellent results without it are fewer (31 per cent versus 
50 per cent), combined excellent and good results without it are slightly 
more frequent (92 per cent versus 85 per cent). 
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MANAGEMENT OF INTRACTABLE URTICARIA 


EUGENE F. TRAUT, M.D. 
CHICAGO 


Urticaria, or hives, often constitutes an annoyingly difficult problem 
to the general practictioner and the specialist alike. In the aggravated 
form of angioneurotic edema it may even threaten life. ‘Usually the 
attacks are self limited and easily controlled by abstinence from foods 
to which the patient is allergic, by employment of cathartics, alkalis and 
calcium by mouth and by the use in emergencies of epinephrine or 
ephedrine. Occasionally it resists all such measures and plagues the 
patient intermittently or continuously. In such instances of resistant 
disease the nervous or psychic element may be so prominent! as to 
require psychotherapy or training in muscular relaxation according to 
Jacobson’s method.? 

In several of my cases bacteriologic study and treatment have been 
successful. 

Allergens producing urticaria usually enter through the intestinal 
tract. This manifestation of hypersensitiveness differs from true atopy 
in not being mediated by a reagin mechanism.* In the absence of 
reagins, cutaneous tests usually gave negative results. False reactions 
may be obtained because of dermographia, which is common in urticarial 
patients. As Ormsby * put it, “In hives, skin tests are often ‘positive’ 
to substances that are innocent and negative to the substances that are 
causal,” 

Most authorities agree that bacterial allergy exists,’ although it is 
difficult to prove, most of the evidence being the indisputable benefit 


following the use of vaccines in certain instances of hypersensitiveness.' 


From the McCormick Memorial Institute. 


1. Menninger, W. C., and Kemp, J. E.: Psychogenic Urticaria, J. Allergy 
6:467 (July) 1935. Stokes, J. H.; Kulchar, G. V., and Pillsbury, D. M., cited 
by Menninger and Kemp. 


2. Jacobson, E.: Progressive Relaxation, Chicago, University of Chicago 
Press, 1929. 

3. Coca, A. F., in Coca, A. F., and others: Asthma and Hay Fever in 
Theory and Practice, Springfield, Ill., Charles C. Thomas, Publisher, 1931, p. 334. 


4. Ormsby, O. S.: Personal communication to the author. 
5. Coca,? p. 260. 
6. Coca,’ p. 261. 
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Walker has been the chief proponent of bacterial allergy, claiming to 
detect the specific bacterial cause by intracutaneous tests. I am con- 
vinced that cutaneous tests with bacterial products to detect specific 
causes of hypersensitiveness,” except the tuberculin test, are valueless 


always. 

By the method described by Herrold and me ® it is often possible 
to isolate an occasional colony of indifferent or green streptococci from 
the colon of a normal person. The presence of these bacteria in profusion 
or the presence of hemolytic streptococci on the colonic wall is distinctly 


abnormal. 

In the absence of other detectable causes, the patients in the follow- 
ing four cases were treated with vaccines of rectal streptococci, and 
the results were good. 

REPORT OF CASES 


Case 1.—Mrs. L., aged 43, had had hives for seven months. It started in 
the latter part of the hay fever season, appearing during afternoon naps and 
each night. They covered her whole body. Her face swelled so that she could 
scarcely see. Her lips became several times their usual thickness. The swelling 
would last for one to three hours after she arose. Extreme itching with the 
swelling kept her awake. 

The hives had been worse of late. She had refused cutaneous tests. Elimination 
diets prescribed by a leading dermatologist had given no help or clue to her 
trouble. She had sent away her aunt, her daughter and her dog, without any 
benefit. She had been using “nonallergic’ soaps and cosmetics, but the hives 
did not improve. She had been in the hospital for one month, receiving injections 
of calcium, which produced no effect on the hives. Various ovarian products 
had been injected. 

Severe substernal oppression appeared when ihe hives were at their worst. 
She was relieved with epinephrine hydrochloride, but this drug caused excessive 
palpitation and such weakness that after one injection “she was completely para- 
lyzed below the waist for some hours, so the doctor did not dare to give her 
any after that.” 

Hay fever with asthma started in July and lasted until frost, but there was 
no asthma at other times. No treatment had been given except with epinephrine 
and ephedrine, which caused such excessive palpitation and prostration that her 
physician refused to give them even in small doses. Going to the North woods 
relieved the hay fever but did not affect the hives. 

The menses were irregular, with severe dysmenorrhea. Leukoderma had 
appeared with alopecia areata fifteen years before and was complete at the time 
of observation. The hair had grown in again but was perfectly white. Since her 
rs had lost its pigment she had been susceptible to blisters when exposed to 
the sun. 


7. Traut, E. F.: Skin Tests with Bacterial Products in Arthritic and Non- 
arthritic Individuals, J. Allergy 8:501 (July) 1937. 

8. Traut, E. F., and Herrold, R. D.: A Simple Method of Making Cultures 
of the Rectum, J. Infect. Dis. 45:172 (Sept.) 1929. 
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Her strength was good. Her weight was unchanged, at 124 pounds (56.2 Kg.), 
She was 5 feet (152 cm.) tall. 

She had always been nervous and temperamental and had been called “super- 
sensitive” by Dr. Frank Billings years before. Careful questioning elicited no 
financial worries and no domestic difficulty, except the presence of a disagreeable 
aunt in her home. 

She complained of constipation and of “gas,” for which she took bran and 
liquid petrolatum. 

She had had two miscarriages, two operations for ectopic pregnancies and 
an appendectomy. Her tonsils had been completely removed. 

Her father and brother were high strung and had high blood pressure. There 
were no hives, hay fever, asthma or eczema in the family. 

Physical examination showed normal findings except for generalized leuko- 
derma and a pulpless tooth. There was no dermographia. The blood count 
and urinalysis gave normal results. There were 3 per cent eosinophils. The 
serum calcium level was 11 mg. per hundred cubic centimeters and the carbon 
dioxide tension 53 volumes per cent. The Wassermann and the Kahn reaction 
were negative. The basal metabolic rate was —4 per cent. She had no infection 
in the sinuses. 

Four times at intervals of three days I withdrew 5 cc. of her blood and 
injected it into her gluteal muscle; this did not produce any reaction or any effect 
on the hives. 

On many occasions she received calcium gluconate, 2 Gm. intravenously and 
1 Gm. intramuscularly. She was placed in the Presbyterian Hospital for one 
month, in a room from which all wool and silk had been removed. She had a 
water mattress and cotton bedclothes. Later the cotton was replaced with linen, 

All visitors, including her husband, were denied admission. She was given 
four injections of overalkalinized old arsphenamine and intravenous injections 
of sodium thiosulfate and of sodium iodide and was placed on elimination diets 
planned according to Rowe. None of these measures produced any good effects. 
Slight improvement was obtained by intravenous injections of Fischer’s solution 
(sodium chloride, 14 Gm., and sodium carbonate, 10 Gm., in 1,000 cc. of water) 
in 100 cc. quantities, with a diet excluding wheat but allowing Bacillus acidophilus 
milk and lactose. Further improvement was obtained by colonic lavage with 
plain warm water. Soluble barbital U. S. P. (sodium barbital) was given nightly. 
Bromide in ordinary doses was ineffective. The urticaria was now about 90 
per cent as severe as previously and remained stationary. 

Cultures on admission showed that about 50 per cent of the bacteria on the 
colonic wall were greening streptococci. This proportion of streptococci to other 
bacteria was varied only by a fair growth of B. acidophilus. 

The rectal streptococci were grown on plates of blood agar and killed by 
heating to 50 C. for eight hours. Twenty-four subcutaneous injections of 
increasing doses of vaccine made from these organisms were given at four day 
intervals. Complete disappearance of the urticaria resulted promptly. There has 
been no reappearance for over five years. 


Case 2.—Miss F., aged 21, had had hives for fourteen years, always with 
her menses and between periods if she was fatigued. They covered her whole 
body and itched intensely. She might vomit and be irrational for days during 
severe attacks. Various “ovarian preparations” had been injected, without effect. 
Epinephrine produced temporary relief. 
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She was otherwise healthy and well nourished and had never had eczema, 
hay icver or asthma. Her menses were regular at twenty-eight day intervals 
and lasted three to five days. The bleeding was of average amount, and she 
had no pain. She was constipated. Her hands and feet became cold easily. 
She showed no dermographia. Her tonsils had been cleanly removed. Her blood 
pressure and blood count were normal; there were 2 per cent eosinophils. Gastric 
analysis showed 25 degrees of free acid. Her basal metabolic rate was —13 
per cent. The urine showed no abnormalities. The Kahn reaction was negative. 
Her sister had hay fever, and her brother had eczema. Her father had 
hyperthyroidism. 

Scratch tests elicited positive reactions to orris, cinnamon, wheat, milk, pork, 
lamb, grape, cherry, onion, cottonseed, lemon, blackberry, broccoli, cabbage, carrot, 
cocoa, pear and lettuce. Diets eliminating these and other possible causative sub- 
stances were administered, without benefit. Administration of sodium thiosulfate 
intravenously did no good. The intramuscular injection of 2 to 5 cc. of venous 
blood would terminate attacks after two or three treatments, but did not 
prevent their recurrence. 

Ten injections of a stock vaccine of pooled streptococci not of intestinal 
origin did not influence the hives. 

Of the colonic flora, about 20 per cent were indifferent streptococci. After 
five subcutaneous injections of a vaccine made of these organisms the recurrences 
were much less severe. After seventeen injections there has been no recurrence 
in two years. 


Case 3.—Mr. L., aged 62, had severe angioneurotic edema of the tongue and 
face, accompanied with dyspnea. The first attack occurred after he ate fresh 
strawberries. Although he abstained from strawberries, he had frequent subse- 
quent attacks, which were relieved by injections of epinephrine hydrochloride or 
by oral use of ephedrine sulfate. 

This patient had been under my observation for years because of osteitis 
deformans (Paget’s disease). He took large doses of calcium and viosterol 
daily. He had well developed arteriosclerosis and hypertension. He had never 
had eczema, hay fever or asthma. There was no allergy in his family. 

Besides the signs of the diseases aforementioned ‘his physical examination 
showed no abnormalities. He did not show dermographia. He had eight pulpless 
teeth. Urinalysis and a blood count gave normal results. The serum calcium 
content was 11 mg. per hundred cubic centimeters. The Kahn reaction was nega- 
tive. Scratch tests with American cheese, rye, milk, egg, cocoa, strawberry, 
tomato, beet, lamb, spinach, string bean, apricot, rice, squash, paprika, blackberry, 
chicken, olive, salmon, onion, grape, English walnut, .peach and grapefruit elicited 
positive reactions. Eliminations of these and the biologically related foods listed by 
Vaughan ®@ reduced the frequency of the attacks markedly. Further studies and 
exclusion of other foods gave no better results. 

Green streptococci comprised 10 per cent of the flora on the wall of the 
rectum. This patient was given two injections of the vaccine used in case 2. 
After the fifth injection the angioneurotic edema disappeared. The patient grad- 
ually returned to a full diet, avoiding only strawberries. He has had no recur- 
rences over three years. His pulpless teeth have recently been extracted. 


Case 4—A woman aged 45 years had had hives intermittently for long 
periods for twelve years. She could name several foods that caused her to have 


8a. Vaughan, W. T.: Allergy, St. Louis, C. V. Mosby Company, 1934. 
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She gave positive reactions to cutaneous tests with these substances 
She had hot flashes occasionally, although her menstrual flow had 


urticaria. 


and others. 
not decreased. She was tense. Bromides soon gave her an acneform rash. 


Phenobarbital caused her to have hives. Diets eliminating the suspected foods 
did not benefit her. Injections of her own blood caused severe exacerbations 


of the urticaria. Calcium gluconate orally or by injection gave rise to more 
hives. Seven injections of estrone (theelin) did not improve her generally or 


eliminate the urticaria. 
Four subcutaneous injections of the vaccine used in case 2 relieved her of hives 


for six months. One year later six injections of a vaccine made from streptococci 
isolated from her own rectum again controlled the urticaria. More vaccine 
could not be given because she would terminate treatment immediately on obtain- 


ing relief. 

COMMENT 
The vaccines of green and indifferent streptococci may be given in 
doses starting with 1,000,000 bacteria and doubled every four days. 
Vaccines of hemolytic streptococci ought to be given in doses starting 
with 10,000 bacteria. If with any dose a decided local reaction or a 
systemic reaction of any sort is obtained, the following dose should be 
reduced by half. 

Brown °® advised bacteriologic studies of the stool in cases of urticaria 
and of angioneurotic edema. He advised the use of autogenous vac- 
cines of hemolytic streptococci, if found. 

A patient at the Mayo Clinic with urticaria of seventeen years’ 
duration was reported *® cured with an autogenous vaccine of colonic 
organisms. According to Hopkins,’ with chronic urticaria one should 
think of bacterial sensitization as the most likely cause and of allergy 
to food as almost the least. The importance of focal infection was 
stressed by Brown and by Emmett and Logan. 

It is suggested that studies be made of the colonic flora of patients 
with urticaria resisting the usual methods of treatment, with a view 
to making vaccines of suspectedly abnormal intestinal bacteria. Such 
vaccines are used largely empirically. Such foreign protein substances 
as those made from milk are contraindicated because of the danger of 
making patients hypersefisitive to this common food. 

The benefits obtained by others and by me from the treatment of 
urticaria with vaccine made from the flora of the colon do not admit 


9. Brown, G. T.: The Treatment of Urticaria and Angioneurotic Edema, 
Ann. Int. Med. 3:591 (Dec.) 1929. 

10. Emmett, J. L., and Logan, A. H.: Urticaria of Seventeen Years’ Dura- 
tion: Report of a Case Treated Successfully, J. A. M. A. 101:1966 (Dec. 16) 
1933. 

11. Hopkins, J. G.: Role of Food Allergy in Diseases of the Skin, New York 
State J. Med. 38:23 (Jan. 1) 1938. 
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of a unanimously acceptable explanation. The vaccines may act by 
decreasing the patient’s sensitivity to offending substances elaborated 
by bacteria in the colon. The specificity of any such effect of vaccine 
may be doubted in view of the benefit obtained by my third patient from 
the use of a vaccine not autogenous. 


122 South Michigan Avenue. 
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NODULAR MYXEDEMA COMPLICATING 
THYROTOXICOSIS 


REPORT OF A CASE 


FRANKLIN HANDLEY, 
AND 
JOHN G. DOWNING, M.D. 
Consultant in Diseases of the Skin 
CHELSEA, MASS. 


Since Kocher’s* early report of the occurrence of isolated areas of 
myxedematous change in the skin of the lower part of the leg in 
certain cases of thyrotoxicosis, there have appeared about ten reports 
concerning this syndrome, covering 22 cases. The areas appear as non- 
pitting elevated plaques of the skin of the lower extremity of thyro- 
toxic patients, and occur most frequently after thyroidectomy. 

The most extensive group of cases reported to date is that of 
O’Leary,” who reported 8. In 7 of these the plaques appeared after 
the onset of thyrotoxicosis, but in the other case the cutaneous changes 
preceded it. 


Netherton and Mulvery * reported 3 cases in which tibial plaques 
appeared five years after thyroidectomy. The plaques varied from 
smooth elevated nonpitting areas resembling pigskin to those having 
the nodular irregular surface described in the case reported here. 
Because of the appearance of plaques in a young, active man shortly 
after the onset of symptoms of thyrotoxicosis, it has been deemed ot 
interest to report the following case: 


REPORT OF CASE 
J. E. F. was first seen in the United States Marine Hospital on July 8, 1937, 
complaining of a loss of weight, nervousness, tremor, prominence of the eyes and 
a reddish rash on the lower portion of each leg. There was nothing remarkable 
in his family history other than that his mother had died of mental disease. 


From the United States Marine Hospital. 

1. Kocher, T.: Ueber Kropfexstirpation und ihre Folgen, Arch. f. klin. Chir. 
29:254-272, 1883. 

2. O’Leary, P. A.: Localized Solid Edema of the Extremities in Association 
with Exophthalmic Goiter, Arch. Dermat. & Syph. 21:57-70 (Jan.) 1930. 

3. Netherton, E. W., and Mulvery, B. E.: Circumscribed Myxedema, J. A. 
M. A. 104:1492-1496 (April 27) 1935. 
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Past History.—The patient had enjoyed good health until June 1936, when he 
began to lose weight and became nervous and irritable. Six months later his wife 
noticed that his eyes were becoming more prominent. Later a great increase in 
appetite appeared, and despite taking four to six meals a day he continued to lose 
weight. On Feb. 13, 1937, he noticed for the first time a faint reddish discoloration 
of the skin on the anterior aspect of the lower portion of the right leg. It began 
on the medial aspect and extended upward for 3 or 4 inches (7.6 to 10 cm.). 
These areas itched so severely for three days that he found it impossible to sleep. 
After that the itching became less severe, and at the time of examination it occurred 
only occasionally. After a week the patient noticed small elevations appearing 
on these areas. They grew until they were the size of small peas. At the end 


| 


Fig. 1.—Clinical appearance of the lesions on the legs. 


of two weeks similar lesions appeared on the left leg, in approximately the same 
relative location. The patient consulted a physician, who told him that his cutaneous 
eruption was probably scleroderma. The eruption on the legs gradually extended 
until his admission to the United States Marine Hospital in 1937. 


Physical Examination—On admission the important features of the physical 
examination were prominence of the eyes, enlargement of the thyroid, tremor of 
the hands and the presence of plaques on the anterolateral aspects of the lower 
parts of the legs. The plaques were elevated and red-brown; they began 2.5 cm. 
above the internal malleolus and extended up the anterior surface of the leg for 
12 cm. Their surface was irregular, being studded with round nodules which 
varied from 2 to 8 mm. in diameter and in color from pearly white to red-brown. 
They appeared to be edematous but did not pit on pressure. The follicles of the 
skin were dilated, and the skin at the edges of the lesions resembled pigskin. 


4 

: 

oy 
ist 
33 
= 


OF DERMATOLOGY AND SYPHILOLOG) 


376 


Routine laboratory examinations, including Hinton tests of the blood, gave essen. 
tially normal results. The basal metabolic rate varied from +17 to + 38 per 
cent. The pulse rate was 100. 

Treatment.—After eight days’ rest and administration of compound solution 
of iodine U. S. P., 10 minims (0.61 cc.) three times a day, the patient’s metabolic 
rate was +4 per cent, and the thyroid was exposed during anesthesia induced 
with avertin with amylene hydrate. The entire right lobe was removed. The 
patient remained in the hospital until August 24, without change in the eruption, 

He was readmitted in December 1937, because of the recurrence of symptoms 
of hyperthyroidism. The tremor had become severe, and he had lost considerable 
weight. The lesions on the legs had grown more extensive; they measured 2 
cm. in length in the greatest diameter and involved the greater part of the circum- 
ference of the leg. At no time did he suffer from edema of the feet. The nodular 
character of the lesions was more pronounced, and the infiltration of the skin 
gave it a rubbery consistency on palpation. The basal metabolic rate was + 54 
per cent. 

A second operation was performed on Jan. 25, 1938; the median and the 
pyramidal lobe were removed in their entirety, as well as most of the left lobe, 
The patient made an uneventful recovery, and he gained 20 pounds (9.1 Kg.), 
When he was last seen, in October 1938, no improvement of the condition of the 
skin could be perceived. 

Histologic Examination,—A section of the affected area of the right leg was 
sent to the National Institute of Health for histologic study, and the following 
report was received: 

“The section of the skin shows a somewhat thin stratified squamous epithelium 
with short stretches in which the rete pegs are completely atrophic. The sub- 
jacent corium for a depth of 2 mm. is extremely loose and edematous, the interstices 
containing thready and homogeneous mucinous deposits with granules of mucin 
occurring along some of the fibers. This area is sharply defined from the fibrous 
subcutis and the deeper part of the cutis, but in occasional areas the process 
extends into the papillary layer, which for the most part is essentially normal. 
The hair follicles, sweat glands and capillaries are essentially normal except for 
occasional moderate lymphocyte and plasma cell mantling, with numerous pigment- 
laden macrophages and mast cells.” 

These findings were the same as those described by O'Leary. 


COM MENT 


The term “solid edema” does not sufficiently describe the structure 
shown in figure 2. “Nodular myxedema” is more descriptive. 

=xplanation of the cause of the development of the cutaneous lesions 
must be mainly speculative until more is learned about the chemistry 
and physiology of mucin deposits. Richter * expressed the belief that 
edematous plaques about the ankle were patches of myxedema resulting 
from local hypothyroidism secondary to disturbances of other glands 
of internal secretion, and that the dysfunction of the incretory glands 
was attributable to the hyperthyroidism. He called this the third stage 


4. Richter, W.: Ueber lokales Myxédem der Haut, mit Beziehung zum 
Basedow, Dermat. Wehnschr. 84:51-59, 1927. 
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of hyperthyroidism. Lord and Morrison ® suggested that the lesions 
might be due not to dysfunction of the thyroid but to an upset in some 
other gland of internal secretion caused by the hyperthyroidism. The 
obvious objection to this hypothesis is that more examples of this 
syndrome are not seen, in view of the prevalence of hyperthyroidism. 
Weidman,® in commenting on Lord and Morrison’s explanation, 
expressed this objection : 

With generalized myxedema such a long established entity, and so widely and 
thoroughly studied by internists and pathologists, it seems curious that interrelation- 


The edematous area stands out as a pale, somewhat vacuolated surface beneath the 
epidermis, 


ships with other endocrine organs, if existent, should not have become established 
long ago with the generalized form of the disease. 


Both Ingram * and O’Leary * described edema of the leg preceding the 
development of plaques. In their cases the edema was of cardiac origin, 


5. Lord, L. W., and Morrison, S.: Circumscribed Cutaneous Myxedema 
Associated with Possible Endocrine Disturbances, South. M. J. 27:231-237, 1933. 

6. Weidman, F. D., in discussion on Lord and Morrison.® 

7. Ingram, J.: Circumscribed Myxedema Associated with Graves’ Disease, 
Brit. J. Dermat. 45:19-21, 1933. 
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due to the development of auricular fibrillation complicating the hyper- 
thyroidism. Again one wonders why every patient with hyperthyroidism 
with edema of the legs does not have these plaques, if that is all that 
is necessary for their appearance. In this case there was no edema 
of the legs, and at no time was there any cardiac abnormality other 
than the increase in the rate of the heart beat. Pillsbury and Stokes * 


Fig. 3.—Medium power magnification of section stained by Mayer’s muchematein 
method, showing the epidermis and the upper portion of the edematous region in 
the corium. Mucin stands out as dark-staining fibrillary material arranged in a 
somewhat spongelike pattern among the connective tissue cells of the upper part 
of the corium. 


suggested that the circulatory stasis in the legs might in some way have 
changed the usually reversible process of myxedema into an irreversible 


8. Pillsbury, D. M., and Stokes, J. H.: Circumscribed Myxedema of the 
Skin, Arch. Dermat. & Syph. 21:255-270 (Aug.) 1931. 
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one. If more was known about the biochemistry of mucin deposits 
it might be possible to solve the riddle of the plaques. 

Equally baffling to the clinician is the question of proper treatment 
of these lesions. In the majority of cases reported treatment has been 
with various combinations of endocrine products, ranging from thyroid 
and compound solution of iodine to thymus preparations, with a 
minimum of success. Thomas ® was able to gain a symptomatic and 
objective improvement in his case by combining iodine and thyroid 
medication, although either alone aggravated the condition. In any 
case the lesions tend to involute spontaneously over a number of years, 
which furnishes a modicum of comfort to offer the patient. In the 
case here reported supportive dressings in the form of elastoplast 
bandages failed to reduce the lesions, although they changed their 
contour to some extent. 

SUMMARY 


A case of nodular myxedema of the lower parts of the legs com- 
plicating thyrotoxicosis in a young man is reported. There was no 
preexisting edema of the legs, the eruption appearing before operation 
on the thyroid and not being relieved by treatment. 


9. Thomas, H. M., Jr.: Acropachy: Secondary Subperiosteal New Bone 
Formation, Arch. Int. Med. 51:571-588 (April) 1933. 
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PIGMENTATION FOLLOWING THE USE 
OF IRON SALTS 


C. E. REYNER, M.D. 
DETROIT 


Iron salts have been used extensively in the treatment of ivy poison- 
ing since White’ in 1873 first called attention to their use. Ferric 
chloride is one of the chief means of combating the poison of Rhus 
toxicodendron. It was popularized by McNair’ after Browning * 
advocated its use. This means of therapy has usually brought good 
results. and no ill effects, as attested by numerous writers.t However, 
cases have been reported in which pigmentation of the skin occurred. 
This has always been considered permanent. Traub and Tennen® 
reported 2 cases, and Sutton * and Pusey’ reported others. MacKee ‘ 
observed 4 cases. In all, 8 cases have been recorded in the literature. 
These undesirable results, so far as can be determined, have not cooled 
the ardor with which ferric chloride has been employed in the treatment 
of ivy poisoning. The predominating impression that pigmentation is 
permanent justifies the report of a case in which pigmentation due 
to the deposit of iron had been present for eight months and disappeared 
after treatment. 

REPORT OF A CASE 

An American girl aged 10 years presented herself in the spring of 1937, com- 

plaining of some brown spots on her chin. According to the history, the spots 


had appeared eight months previously as a sequel to an attack of ivy poisoning 
which was treated at home by application of a solution of ferrous sulfate, followed 


1. White, J. C.: On the Action of Rhus Venenata and Rhus Toxicodendron 
upon the Human Skin, New York M. J. 17:225, 1873. 

2. McNair, J. B.: A Contribution to the Chemotherapy of Rhus Dermatitis 
and Tentative Method for Treatment, Arch. Dermat. & Syph. 3:802 (June) 1921. 

3. Browning, A. G.: Dermatitis Venenata: Inflammation Produced by Poison 
Oak or Ivy, M. Rec. 30:222, 1886. 

4. Byram, A. T.: Poison Ivy Control, Canad. Pub. Health J. 22:291, 1931. 

5. Traub, E. F., and Tennen, J. S.: Permanent Pigmentation Following 
Application of Iron Salts for Treatment of Ivy Poisoning, J. A. M. A. 106:1711 
(May 16) 1936. 

6. Sutton, R. L., Jr.: Pigmentation of the Skin Due to Iron (Copperas) 
Applied Locally, J. A. M. A. 108:112 (Jan. 9) 1937. 

7. Pusey, W. A.: Brown Stains in the Skin from Wet Dressings of a Solution 
of Copperas, J. A. M. A. 68:627 (Feb. 24) 1917. 

8. MacKee, G. M., cited by Traub and Tennen.°® 
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by application of buttermilk. This treatment was said to have made the eruption 
worse. The dermatitis eventually cleared, leaving numerous brown spots on the 
chin, which was the only area where the liquids were applied. The spots were 
said to have remained unchanged during the eight months which intervened between 
the onset of the eruption and my observation. 

Examination revealed nothing unusual except pigmentation on the chin, which 
consisted of about twelve pinhead-sized and numerous smaller dark brown spots 
located within an area about the size of a half-dollar. The lesions were smooth 
and showed no evidence of inflammation or infiltration. Laboratory studies showed 
nothing unusual. The diagnosis of pigmentation due to iron salts was made, and 
the spots were thought to be permanent. However, ultraviolet irradiation (with a 
water-cooled lamp) was begun, and she received one treatment a week for three 
months, during which time the spots appeared to be fading. At that time she was 
lost to observation for three months, and when she was seen again the pigmentation 
had disappeared entirely. There was no scarring, the skin being as smooth as it 
had been before the episode occurred. During treatment there were no severe 
reactions, such as are seen during attempts to remove tattoo marks. 


A, deposit of iron in the skin of the patient’s chin; B, complete disappearance of 
pigmentation after treatment. 


COM MENT 


There seems to be no doubt that pigmentation occurs at times as 
a sequela to the use of iron salts in the treatment of ivy poisoning. 
A biopsy would have been valuable in my case, but the resulting scar 
in such a prominent place as the chin made the procedure inadvisable. 


SUM MARY 


1. Reports of permanent pigmentation from the use of iron salts 
in the treatment of ivy poisoning are reviewed. 

2. A case of pigmentation due to iron salts is reported. The com- 
plete removal of the iron deposits was effected by ultraviolet irradiation 
(with a water-cooled lamp). 
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STAPHYLOCOCCUS AMBOTOXOID 


EXPERIENCE WITH ITS USE IN THE TREATMENT OF ACNE 
VULGARIS AND OTHER PYOGENIC DERMATOSES 


LEONARD E. ANDERSON, M.D. 


SPRINGFIELD, MASS. 
AND 


JOHN H. STOKES, M.D. 


PHILADELPHIA 


Immunologic treatment of various dermatoses has been attempted 
in the past with varying success, and both specific and nonspecific 
biologic preparations have been employed. Because the use of a staphylo- 
coccus toxoid appeared rational in the treatment of furunculosis and 
other pyogenic dermatoses, we undertook to study the effect produced 
by such treatment in a series of patients in our private practice whose 
lesions were proving resistant to the ordinary therapeutic procedures. 

The study was begun with a staphylococcus toxoid prepared from 
multiple strains of toxin-producing staphylococci according to the technic 
) of Dolman," as described by Leonard and Holm.? Thirteen courses of 
. treatment with this toxoid were included in this study. Later a prepara- 
tion was used which combined the aforementioned type of staphylococcus 
toxoid with a bacterial antigen.* 

Only furunculosis and pustular acne vulgaris were treated at first, 
but later other miscellaneous dermatoses were included because we felt 
that a certain nonspecific stimulation of the reticuloendothelial system 
was obtained, which might have a therapeutic influence on nonstaphylo- 
coccic dermatoses. Eighty-six courses of treatment were given for the 
following conditions : 


Courses 


From the Department of Dermatology and Syphilology, School of Medicine, 
University of Pennsylvania, John H. Stokes, M.D., Director. 

1. Dolman, C. E.: Pathogenic and Antigenic Properties of Staphylococcus 
Toxin, Canad. Pub. Health J. 23:125 (March) 1932. 

2. Leonard, G. F., and Holm, A.: A Method for the Production of Staphy- 
lococcus Toxin and Toxoid, J. Immunol. 29:209 (Sept.) 1935. 

3. The multiple strain staphylococcus toxoid and toxoid with bacterial antigen 
(ambotoxoid) were supplied for this study by E. R. Squibb & Sons’ biologic 
laboratories. 
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Pyogenic-mycctic intertriginous dermatitis (“levurid”)...... 
Infectious eczematoid 4 
Pyogen-complicated dermatophytic pruritus ani et vulvae..... 1 


A total of 84 patients were treated during this study, 70 of whom 
received 1 course of treatment; 11, 2 courses, and 3, 3 courses. The 
available data on 86 courses are complete enough to be included in this 
report. Determinations of the staphylococcus antitoxin titer of the blood 
serum * were made in 71 cases, and in 38 instances the determination 
was made before and after treatment. The antitoxin titer was obtained 
by determining the antihemolytic effect against a staphylococcus toxin 
of known strength, a suspension of rabbit erythrocytes being used as an 
indicator. 

Treatment in most cases consisted of eight to twelve weekly ‘sub- 
cutaneous injections of the preparation, the dose beginning usually at 
0.05 ce. and increasing gradually so that a total of 3 or 4 cc. was given. 
In 9 cases some of the injections were given intradermally, and in 2 a 
small total dose was given exclusively intradermally. Since the study 
was made on patients in our private practice, concomitant therapeutic 
measures had to be employed. 

Most of the patients had some degree of local reaction at the site of 
injection, usually with varying tenderness and erythema 1 to 3 inches 
(2.5 to 7.6 cm.) in diameter. Four of the 86 courses produced no reac- 
tion; 5, severe reactions; 27, trivial reactions, and the remaining 50, 
moderate reactions (such as those we have described). There were 6 
constitutional reactions, consisting of headache, nausea, chilliness, 
drowsiness or malaise, and 14 instances of what was thought to be a 
mild focal flare of the eruption. No serious reactions were encountered 
among over 1,000 injections. 

The clinical results of the 86 courses are tabulated (tables 1 and 2), 
subdivided into courses for acne vulgaris, for furunculosis and for 
miscellaneous diseases (this classification includes the other diagnoses 
listed in the tabulation). Under “‘satisfactory” are included only courses 
which produced moderate or decided improvement or cure with no 
relapse during the post-treatment period of observation; all others are 
classed under “unsatisfactory.” Temporary or slight improvement was 
classified as “unsatisfactory,” since the dermatoses under consideration 
are subject to periodic remissions and week to week variations. The 


4. These tests were performed for us by the research lahoratories of E. R. 
Squibb & Sons, 
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period of observation was six months or less following 62 courses, 
six to twelve months following 8 and twelve to twenty-four months 
following 106. 

Of the entire group, 69 courses (80 per cent) resulted in some degree 
of improvement, but a number were followed by relapse during obserya- 
tion after treatment. “Satisfactory” results (as defined) were obtained 
after 27 courses (31 per cent) of the entire group—Il4 (30 per cent) 
for acne vulgaris, 7 (50 per cent) for furunculosis and 6 (23 per cent) 
miscellaneous diseases. These results seem unimpressive, but it must be 


Tas_e 1.—Results of Treatment 


Entire Furun- Acne Miscellaneous 
< Condition After Treatment Group culosis Vulgaris Diseases 
16 § 20% 4} 29% 9 § 200% 3 15% 
Slightly improved but relapsed during obser- 
12 1 8 3 
Moderately improved but relapsed during ob- 16 ; 69 or 2} Wor 6 } 87 or 8 } or 
servation 80% 71% 80% 87% 
Greatly improved but relapsed during obser- 
11 1j 6 
46 


TABLE 2.—Summary of Results 


Entire Furun- Acne Miscellaneous 
Group culosis Vulgaris Diseases 


Satisfactory designates moderate or great improvement without relapse during the period 
of observation. Unsatisfactory includes all others. 


remembered that there was an element of selection in this group, in that 
almost without exception the patients were placed under this form of 
treatment because they had shown undue resistance to the ordinary 

therapeutic measures. 
The serologic response of the 38 patients on whom data are available 
before and after treatment was as follows: For 27 (71 per cent) the 
staphylococcus antitoxin titer was increased; for 11 (29 per cent) it 
was unchanged or decreased. Of the group. of 27 with a good serologic 
response, only 10 (37 per cent) had also a “satisfactory” clinical result, 
while 17 (63 per cent) had results classified as “unsatisfactory.” Of 
the group of 11 patients with poor serologic response, 2 (18 per cent) 
had a “satisfactory” result and 9 (82 per cent) an “unsatisfactory” 
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result. It is thus seen that a large proportion of the patients with a 
good serologic response did poorly clinically and some with a poor 
serologic response did well. 


SUMMARY AND CONCLUSIONS 

A toxoid prepared from multiple strains of staphylococci and toxoid 
combined with a bacterial antigen were used in the treatment of patients 
with acne vulgaris, furunculosis and other dermatoses which had proved 
resistant to the usual therapeutic measures. 

Thirty-one per cent of the entire group of 86 courses produced 
moderate or decided improvement or cure. The best response (50 per 
cent satisfactory) was secured in furunculosis; the poorest (23 per cent 
satisfactory), in miscellaneous diseases. 

Serologically, 71 per cent of 38 patients showed an increase in 
staphylococcus antitoxin titer. 

The clinical response did not parallel the serologic response. 

All but 4 of the 86 courses produced a varying amount of local 
reaction at the site of injection. Among one thousand and thirty-five 
injections, no serious reactions were encountered. 

Although routine use of the preparation is not advocated, staphylo- 
coccus toxoid combined with bacterial antigen is a useful adjunct in the 
treatment of resistant pyogenic dermatoses. 
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MULTIPLE PIGMENTED NEVI 


REPORT 


A CASE 


OF 


HARRY L. ARNOLD Jr, M.D. 
Instructor in Dermatology and Syphilology 
ANN ARBOR, MICH. 


Masson’s * theory that many if not all of the cellular and pigmented 
nevi have their origin in the peripheral neuroglia or Schwann cells has 
been receiving increasingly wide acceptance in recent years.’ In his 
original paper on the subject Masson ' reaffirmed Soldan’s dictum that 
pigmented nevi were neuromas of the epidermal and dermal portions 
of the tactile nerves. An illustration accompanying that paper showed 
a phenomenon common to both Masson’s and Unna’s theories of the 
histogenesis of these lesions, that is, the process Unna * had previously 
designated as Abtropfung, which consisted of the extrusion from the 
epidermis into the corium of spheroidal nests of large cells with pale- 
staining cytoplasm. Unna called these altered basal cells; Masson 
expressed the belief that they were altered cells of the sheath of 
Schwann. In their earlier stages of differentiation Masson designated 
them cellules claires, and he and others * have demonstrated by special 
staining methods their close association with the terminal arborizations 
of the cutaneous nerves, as well as their striking similarity in many 
preparations to the tactile corpuscles of Meissner. 

If this view of the pathogenesis of certain nevi is correct, it would 
seem reasonable to expect that the changes Unna called Absonderung 
(alteration of normal cells into the cellules claires of Masson) and 
Abtropfung (extrusion of these nests of altered cells into the corium) 
would be seen fairly frequently in histologic sections of pigmented moles. 
This is, however, not the case. Masson’s paper included an illustration 


Studies and contributions from the Department of Dermatology and Syph- 
ilology, University of Michigan Medical School, service of Dr. U. J. Wile. 

1. Masson, P.: Les naevi pigmentaires, tumeurs nerveuses: II, Ann. d’anat. 
path. 3:657 (July) 1926. 

2. (a) Miescher, G.: Die Entstehung der bésartigen Melanome der Haut, 
Virchows Arch. f. path. Anat. 264:86, 1927. (b) Becker, S. W.: Cutaneous 
Melanoma: A Histologic Study, Especially Directed Toward Study of Melano- 
blasts, Arch. Dermat. & Syph. 21:818 (May) 1930. (c) Laidlaw, G. F., and 
Murray, M. R.: Melanoma Studies: ILI. Theory of Pigmented Moles; Their 
Relation to the Evolution of Hair Follicles, Am. J. Path. 9:827 (Nov.) 1933. 
(d) Becker, S. W.: Melanotic Neoplasms of the Skin, Am. J. Cancer 22:17 
(Sept.) 1934. 

3. Unna, P. G.: The Histopathology of the Diseases of the Skin, translated 
by N. Walker, New York, Macmillan & Co., 1896, p. 1132. 
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of this cellular metamorphosis, and it is excellently demonstrated in 
ious stages in a case reported by Ebert.‘ It does not appear, how- 
ever, to have been reported elsewhere, and it is not usually recognized 
in dermatologic pathology.’ It would therefore seem worth while to 
report the observation of this infrequently seen phenomenon in a case 


of multiple tardy pigmented nevi. 


var 


REPORT OF CASE 


E. W., a 30 year cld unmarried teacher, came to the University Hospital on 
Sept. 24, 1938, complaining of brown spots on her legs, which had first attracted her 
attention a year or two before and had slowly increased in size and number. She 


Fig. 1—A, multiple pigmented nevi on the legs; B, close view of a leg, 
showing the central circular papule in three mature lesions. 


was certain that none of them had been present for more than two years. Her only 
other complaints were unilateral headache associated with nausea and mild dysuria, 
nocturia and frequency of urination; these were felt, after further investigation, 
to manifest migraine and urethritis, respectively. Her maternal grandmother was 
said to have died of “widespread cancer” shortly after having a “mole” excised ; 
however, no further details of this interesting circumstance could be obtained. 


Examination—The Kahn test of the blood and urinalysis gave negative results. 
The patient was pale, thin and red haired. Her skin was clear, with little 


4. Ebert, M. H.: Multiple Pigmented Nevi: Study of the Origin of the 
Nevus Cell, Arch. Dermat. & Syph. 37:1 (Jan.) 1938. 

5. Blumenthal, F.: Personal communication to the author. Weidman, F.: 
Personal communication to the author. Montgomery, H.: Personal communi- 
cation to the author. 
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freckling ; over both calves, however, it presented a most remarkable appearance 
being sprinkled with between thirty and forty round and oval deeply pigmented mac- 
ules varying from about 1 to 15 mm. in long diameters. Many of the largest lesions 


be 
i 


Fig. 2—A, high power magnification, showing three cell nests which have 
just completed differentiation and have not yet been extruded into the corium 
(Masson’s trichrome stain); B, low power magnification, showing six nests of 
cells which have completed Abtropfung and one (extreme right) which is just 
beginning it. 
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presented a clearly defined almost perfectly circular, slightly elevated soft central 
papule, which was usually a little darker than the remainder of the lesion; in 
a few of the macules this central portion was somewhat paler than the periphery. 
A few small lesions which were indistinguishable from ordinary freckles were 
present on the forearms ; the patient was positive that they had appeared recently 
and were growing larger. 

The unusual appearance of the mature lesions, their localization and the history 
of their development all suggested that they were not ordinary pigmented nevi; a 
lesion which the patient believed had been present for at least a year was therefore 
excised for histologic study. 

With the hematoxylin-eosin stain the epidermis and the corium appeared normal, 
aside from a moderate patchy increase in pigmentation along the dermoepidermal 
junction. Within the epidermis, however, were numerous round and oval sharply 
defined clear spaces, mostly within the lower portion of the prickle cell layer, 
each containing from two to six cells with large oval nuclei and pale-staining 
cytoplasm. In a few places these nests of cells were seen to extend downward 
into the corium, and in one or two places similar nests were seen lying in the 
corium itself, entirely free from the epidermis. Some cf the cell nests contained 
abundant pigment, while some contained none. 

Masson’s trichrome stain and a silver stain were also used, but no additional 
details were brought out by these procedures, except for the fact that no nerve 
endings could be shown in the cell nests. The dopa reaction was unfortunately 
not determined on this material, and the patient refused permission for further 
biopsy. 

Because the significance of this histologic picture was not clear to us, sections 
were sent to Dr. Fred Weidman, who suggested that reference be made to Mas- 
son’s work and offered a tentative diagnosis of tardy pigmentary nevus. Mate- 
rial was sent also to Dr. Hamilton Montgomery, who suggested that the process 
was like the earlier changes reported by Ebert * in his case of multiple pigmented 
nevi. 


COMMENT 


It is interesting that an apparently mature lesion in this case pre- 
sented the same histologic changes (chiefly Absonderung with early 
Abtropfung) as were reported by Ebert for only the earlier lesions in 
his case. Two inferences are possible: Either the lesion selected for 
biopsy was not mature, but was still undergoing slow progressive change, 
or the nevi in my case were of an abortive type, not progressing beyond 
this comparatively undifferentiated stage of development. Despite the 
fact that I was unable to demonstrate terminal branching of tactile 
nerves in the cell nests in our material, the striking similarity of the 
process to that described by Masson and by Ebert leaves little doubt 
that they are essentially identical. 


SUMMARY 


A case of multiple tardy pigmented nevi is reported. The picture 
was unusual clinically in that the apparently mature lesions showed a 
tendency to central papule formation and histologically in that these same 
seemingly mature lesions showed only beginning extrusion of nests of 
nevus cells into the corium. 
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OF THE SKIN 


HISTIOCYTOMA 


HEMOSIDERIN 


BERNSTEIN, M.D. 


BALTIMORE 


JOSEPH  C. 


Histiocytomas are well known solid tumors of the skin. Formerly 
| they were believed to be hard fibromas. Worringer and Kwialkowski? 
stated that the term histiocytoma was not found in the classification of 
cutaneous tumors because these nodules were erroneously diagnosed. 
Owing to the work of Worringer and others it is now believed that 
some of them at least are characterized by proliferation of histiocytes, 
Many illustrations of these benign neoplasms have appeared in the recent 
literature. Senear and Caro? reported a series of cases, proving the 
tumors to be of histiocytic origin. They injected colloidal substances 
and demonstrated their presence in the cells. Histiocytomas may arise 
spontaneously or follow trauma. The familiar lipoid xanthoma usually 
follows trauma. Lewis and Sachs * reported a peculiar mixed histio- 
cytoma containing lipoids which had followed an injury. Diss * reported 
a histiocytoma containing lipoid material and hemosiderin. The litera- 
ture contains many examples of malignant histiocytoma of the skin, 
described under diverse names. Pure hemosiderin histiocytomas of the 
skin have not been reported heretofore. In order to understand the 
mechanism of production of this hemosiderin histiocytoma the embryol- 
ogy and physiology of the reticuloendothelial system should be reviewed. 


EMBRYOLOGY ° 


There exists in the body a group of cells, widely distributed, which 
has been spoken of as the reticuloendothelial system. The cells have 


From the Johns Hopkins University School of Medicine, Department of 
Dermatology. 

1. Worringer, F., and Kwialkowski, S. L.: Histiocytoma of the Skin, Ann, de 
dermat. et syph. 3:998, 1932. 

2. Senear, F. E., and Caro, M. R.: Histiocytoma Cutis, Arch. Dermat. & 
Syph. 33:209 (Feb.) 1936. 

3. Lewis, G. M., and Sachs, W.: Lipoidal Histiocytoma (Fibroxanthoma) : 
Report of a Case, Ann. Int. Med. 9:12, 1936. 

4. Diss, M. A.: Histiocytome hémosidérinique pseudomélanique de la peau, Bull. 
Soc. frang. de dermat. et syph. 9:1903, 1938. 

5. Bailey, F. R.: A Text-Book of Histology, ed. 8, edited by O. Elwyn and 
R. A. Strong, Baltimore, William Wood & Company, 1932. 
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definite genetic, histologic and physiologic relationships. They originate 
from or remain a portion of the mesenchyme, or primitive connective 
tissue. Two main groups of these cells are present in the adult con- 
nective tissue. At an early period the mesenchyme becomes differen- 
tiated into the fixed stellate cells of the general network and the histoid 
(wandering) cells which have detached themselves from the reticulum 
and become free. At a later period the number of histiocytes increase 
either by mitosis or by detachment of new cells from the mesenchymal 
reticulum. The majority of the fixed cells become transformed into 
fibroblasts, thereby losing their multivalent embryonal potentialities. 
Others remain in a less differentiated state and are able, as before, to 
produce wandering cells. These retain their embryonal character and 
the potency of mesenchyme. They form the reticular tissue of the 
spleen, marrow, lymph nodes and other organs ; the endothelium lining 
the blood sinuses of the spleen, and the capillaries of the liver, marrow, 
adrenal glands and hypophysis. They also exist as free wandering cells 
scattered among the loose connective tissue. 


PHYSIOLOGY 


Whether the histiocytes are reticular, endothelial or free cells, they 
are capable of ingesting particulate matter and storing foreign colloidal 
substances. In experiments sterile dilute suspensions of carbon, lithium 
carmine, bacteria or colloidal acid aniline dyes have been employed. 
Ribbert * injected solutions of lithium carmine and found this dye in 
many cells in granular form. He also demonstrated that lipoids, col- 
loidal metals and other substances were stored by these cells. They 
were the cells of the reticular tissues and the endothelium of the spleen, 
marrow and liver and certain of the free cells among the connective 
tissue fibers. The fixed cells, such as neural and epithelial cells, fibro- 
blasts and ordinary endothelial cells, were uninvolved. Other investi- 
gators * have confirmed Ribbert’s work. One of the important features 
differentiating the histiocytes was their ability to take colloidal dyes 
from dilute solutions while the fibroblasts could not. Coarse particles, 
if inanimate, may remain in the histiocyte for a long time. Occasionally 
the original histiocyte disintegrates and liberates its contents, only to 
have the material taken up by new histiocytes. 


6. Maximow, A. A., and Bloom, W.: Textbook of Histology, Philadelphia, 
W. B. Saunders Company, 1930. 

7. Ribbert, H., cited by Bailey.5 

8. Sabin, F. R.: Origin of Cells of Blood, Physiol. Rev. 2:38, 1922; Studies 
of Living Human Blood Cells, Bull. Johns Hopkins Hosp. $4:277, 1923. 
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The reticuloendothelial system participates in destruction of blood 
and metabolism of iron. Metchnikoff® showed that the macrophages 
(histiocytes) digested blood cells. Under certain stimuli phagocytosis 
of erythrocytes occurs in certain cells of the spleen, liver, marrow and 
lymph nodes. Iron pigment has been demonstrated in the reticulo- 
endothelial cells of these tissues and may be increased during hemolysis, 
The histiocytes liberate the iron pigment from the ingested red blood 
cells and play a part in the general metabolism of iron, They may 
retain these iron compounds and yield them up as the body needs them, 
When this system becomes blocked, the function ceases and the iron js 
excreted. Thus under abnormal circumstances the histiocytes may 
become actively hemopoietic. The histiocytes, therefore, play an impor- 
tant role in the formation and destruction of red blood cells. Hemo- 
siderin-bearing histiocytes occur frequently as the “heart failure cells” 
of the lung in cases of chronic passive congestion. 


REPORT OF A_ CASE 


W. M., a native American white man aged 37, a private patient, complained of 
a growth on his left arm. 

Past History—The patient had had several small nodules on his extremities, 
one on each except the left arm, where there were three. About five years ago 
one of the nodules on the left arm was excised by a surgeon, because of its size. 
The excised material was not studied histologically. The incision did not heal 
promptly, but became infected and finally healed with scar formation. 

Present Illness —During the past three years the patient had noticed a bluish 
area developing in the center of the scar on his left arm. Occasionally it would 
bleed, particularly when traumatized. This nodule continued to increase in size. 

Physical Examination.—The patient was robust, well nourished and somewhat 
apprehensive. Routine physical examination gave negative results. 

Dermatologic Examination.—The skin, with the exception of the extremities, 
was normal. On each extremity there was a papule about 0.5 cm, in diameter. 
The papules were firm, sessile, slightly elevated, covered with normal skin and 
characteristic of spontaneous cutaneous histiocytoma. 

On the lateral surface of the left arm, midway between the elbow and the 
shoulder, was an atrophic scar about 3 cm. in diameter. In the center of this scar 
there was a discrete uniform purplish blue nodule. It measured 1.5 by 0.5 cm, 
was elevated several millimeters and had its long axis perpendicular to the arm. 
The surface was smooth and glistening. Diascopic examination revealed that the 
mass was easily compressible but hemorrhagic. 

Laboratory Examination.—The serologic test for syphilis was negative. Exami- 
nation of the blood and urine revealed no deviation from the normal. 

Course.—It was decided as a preliminary measure to excise the entire nodule 
and subject the material to histologic study. As the lesion might prove to be a 


9. Metchnikoff, E.: Lectures on the Comparative Pathology of Inflammation, 
translated by F. A. Starling and E. H. Starling, London, Kegan Paul, French, 
Triibner & Co., 1893. 
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malignant melanoma, it was excised with a large margin. The incision healed 


promptly. Examination six months later revealed no change in the patient or in 


the cutaneous lesions. 

Microscopic Picture—The epidermis was atrophic but its cellular components 
were normal except in the center. Here the dermoepidermal junction had been 
obliterated, and the basal cell layer blended into the cellular constituents of the 


cutis. Prominent features of the cutis were the widely dilated endothelium-lined 


ke 
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A. 


Fig. 1—Section showing the general appearance of the tissue. Note the large 
capillaries, pigment-bearing areas and highly chromatic interstitial cells. Hema- 
toxylin and eosin; x 100. 


capillaries containing many normal erythrocytes, the oval concentric masses of 
cells containing a golden bronzed pigment and highly chromatic cellular interstitial 
tissue. The clumps of pigment were composed of engorged individual histiocytes 
lying in hollow spaces. These oval spaces resembled dilated and thrombosed 
capillaries in which the endothelium was destroyed and phagocytes had penetrated 
the margins to imbibe the pigment. In fact, a series of stages could be made out 
among the blood vessels. The earliest vascular disturbance was manifest by the 
Presence of stagnant blood, which had just begun to degenerate. The endothelium 
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lining the capillaries was hyperplastic and hypertrophic, with an increase in the 
size of the vesicular nuclei. The next stage revealed the clotted serum cop. 
taining crenated red blood cells, which were enmeshed in the coagulum. Histiocytes 
were penetrating the walls to get at the thrombus. The finai progressive phase 
showed the pigment-containing histiocytes in areas where the vascular character 
of the tissue was no longer discernible. These cells were so saturated with pigment 
that not infrequently the nuclei were invisible. They varied up to 100 microns jy 
diameter. In some portions of these sinusoidal spaces the pigment seemed to be 
extracellular. The interstitial cells were stellate, fusiform or oval, with many 
pseudopodia. Each contained a large deeply chromatic nucleus, which frequently 
was excentric, owing to the presence of pigment or to vacuolation of the protoplasm, 


Fig. 2.—Section showing the presence of hemosiderin in all the histiocytes, 
sinusoidal spaces and interstitial cells. Note the absence of nuclei and other cell 


markings, denoting a chemical reaction. Perles’ stain; 77. 


These cells had the pigment irregularly arranged in clumps, some bearing more 
than others. At the lower margin there were round spaces containing large 
multinucleate foam cells, whose pigment was sparsely present in droplets. 

The entire lesion, although well defined, was not encapsulated, and the inter- 
stitial cells at the border extended into the collagenous fibers. Mitotic figures 
were absent. 

Perles’ Stain: Regular sections were stained with potassium ferrocyanide and 
dilute hydrochloric acid. The oval sinusoidal areas contained many deep blue 
particles homogeneously stained. These particles measured from 15 to 100 microns. 
The interstitial cells contained many fusiform, oval, oddly sized blue-staining 
granules. Many histiocytes had the pigment in droplets, and in this fashion the 
shape and the size of the cells were outlined. 
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Fig. 3.—Section showing the character of the interstitial cells and the size and 
contour of the saturated hemosiderin-bearing histiocytes. Hematoxylin and eosin; 


Fig. 4—Section showing the character of the histiocytes before saturation with 
hemosiderin, Hematoxylin and eosin; x 970. 
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COM MENT 


The lesion was produced by trauma. The patient had had this area 
injured repeatedly. Apparently before the initial excision had healed, 
this place was traumatized and many of the fragile capillaries ruptured, 
Once the mechanism had started, the slightest trauma would produce 
either thrombosis or rupture of the capillaries, with the destruction or 
exudation of red blood cells. The dead erythrocytes were phagocytosed 
by histiocytes, which would become engorged and remain in situ, leading 
to the irregular growth of the tumor. 

In this particular case the questions of origin and of type of cell 
were of paramount importance. The patient had already had a lesion 
removed from this area, and the appearance of a pigmented hemorrhagic 
lesion led to the clinical assumption that the residual cells had become 
malignant. However, histochemical study proved the benign character 
of the tumor. In conclusion, this case demonstrates the value of histo- 
logic examination of all excised tumors of the skin and competent inter- 
pretation by dermatopathologists before resort is had to radical surgical 


procedures. 


1307 North Calvert Street. 
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MOUSE BRAIN ANTIGEN 


INTRAVENOUS USE IN DIAGNOSIS OF LYMPHOGRANULOMA VENEREUM 


DOUGLASS A. DECKER, M.D. 
ALLENTOWN, PA. 
AND 


ORLANDO CANIZARES, M.D. 


AND 
REUBEN FRANK REIDER, M.D. 
NEW YORK 


Hellerstr6m ' in 1931 first reported that the intravenous injection of 
Frei antigen prepared with human pus was followed by a typical febrile 
response in patients with lymphogranuloma venereum. A _ similar 
reaction was not produced in control subjects. Ravaut, Levaditi and 
Maisler * injected monkey brain antigen intravenously. They stated that 
patients with lymphogranuloma venereum react to intravenous injection 
of antigen while the intradermal Frei test is still negative. Gay Prieto 
and Egea Bueno * and Flandin and Turiaf* reported in favor of its 
diagnostic value. Findlay ° expressed the belief that the intravenous 


From the Department of Dermatology and Syphilology, New York University 
College of Medicine, and the Dermatologic Service of Bellevue Hospital, service 
of Dr. Edward R. Maloney. 

A part of this work was used for a thesis submitted to the faculty of the 
Graduate School of Medicine of the University of Pennsylvania in partial fulfilment 
of the requirements for the degree of Master of Medical Science (M.Sc.[Med.]) 
for graduate work in dermatology and syphilology. 

1. Hellerstrém, J., in discussion on Fernet, P.: Le traitement radiothérapique 
de la lymphegranulomatose inguinale subaigué, Bull. Soc. frang. de dermat. et 
syph. 38:585-588 (April) 1931. 

2. Ravaut, P.; Levaditi, C., and Maisler: La valeur diagnostique et théra- 
peutique des injections intraveineuses du virus de la maladie de Nicolas-Favre 
d'origine simienne, Bull. Soc. frang. de dermat. et syph. 39:1262-1266 (July) 1932. 

3. Gay Prieto, J., and Egea Bueno, L.: Nueva contribucién al estudio de las 
hemorreacciones especificas con antigeno de Frei: Su valor terapéutico, Actas 
dermo-sif. 27:3-15 (Oct.) 1934. 

4. Flandin, C., and Turiaf, J.: L’hémo-réaction de Ravaut dans la maladie de 
Nicolas-Favre, Bull. Sec. frang. de dermat. et syph. 48:329-333 (Feb.) 1936. 

5. Findlay, G. M.: Climatic Bubo or Lymphogranuloma Inguinale—Experi- 
mental Investigation, Tr. Roy. Soc. Trop. Med. & Hyg. $31:587-598 (April) 1938. 
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test is dangerous. Whassics*® found that 30 per cent of his control 
subjects, chiefly patients with tuberculosis of the skin, gave a positive 
reaction. 

The difference in the reports of some of the investigators may be 
accounted for by differences in potency and amount of antigen used, 
The question of patients with mixed infections or those having had 
undiagnosed lymphogranuloma venereum in the past being used as 
controls also must be considered. A similar problem presents itself 
in evaluating the intradermal Frei test.’ 

Intravenous injection of Frei antigen in patients with lympho- 
granuloma venereum elicits a typical febrile response. During the first 
eight hours after the injection there is usually no change in the patient's 
temperature. The temperature rises gradually to 103 or 104 F. during 
the next twelve hours. The temperature is maintained at this level 
for about eight hours and then gradually returns to normal. Frequently 
a second rise of temperature above 101 F. occurs, and that level is 
maintained for four to eight hours before the normal temperature is 
reached ; the return to normal is gradual. Patients tolerate the reaction 
well. Chills are not infrequent. No anaphylactic shock followed 
repeated injections of the antigen intravenously at intervals varying 
from three days to several months. 

The following study was carried out to determine the value of 
intravenous inoculation of mouse brain antigen in the diagnosis of 
lymphogranuloma venereum. Several series of subjects were given 
injections of amounts varying from 0.001 to 0.1 cc. to determine the 
minimum dose giving a satisfactory reaction in the majority of cases. 
Mouse brain antigen was used in preference to human antigen because 
it has proved to be of more uniform potency in our experience. Human 
antigen of good potency gives reactions similar to those of mouse brain 
antigen. 

Eighty-five patients with lymphogranuloma venereum and 170 nor- 
mal persons were given an injection of one of the dilutions of mouse 
brain antigen or of normal mouse brain emulsion. None of these had 
received a previous intravenous injection of either material. The con- 
trols had no history, signs or symptoms of lymphogranuloma venereum. 

The patients with lymphogranuloma venereum were divided into those 
with inguinal lesions and those with the genitorectal syndrome. All sub- 
jects, except a small control group, were tested by intradermal injection 


6. Wlassics, T.: Ueber den Wert der zur Erkennung der IV. Geschlechts- 
krankheit dienenden biologischen Reaktionen, Dermat. Wehnschr, 105: 1445-1450 
(Nov. 6) 1937. 

7. Reider, R. F., and Cafiizares, O.: Evaluation of the Frei Test with Mouse 
Brain Antigen: Comparison with Human Antigen, Arch. Dermat. & Syph. 38: 
930-938 (Dec.) 1938. 
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ol previous to the intravenous injection. The controls were subjected to a 

cutaneous test after receiving the intravenous injection. The rectal tem- 
perature was recorded. Patients with involvement in an early stage were 

be not given injections until the fever common at the onset of the disease 

d. had subsided. 

id A positive reaction was considered to be one in which the tem- 

aS perature reached 101 F. or higher for twelve hours or more. Tempera- 

lf tures of 101 F. for less than twelve hours were considered doubtful. 
Lesser reactions were considered negative. Concurrent venereal diseases 

i did not influence the test. A general medical check-up should be carried 

" out before intravenous administration, as with all types of artificial 

‘ fever production. 

g 

| RESULTS OF INTRAVENOUS INJECTION OF MOUSE BRAIN ANTIGEN 

AND OF NORMAL MOUSE BRAIN EMULSION INTO PATIENTS 

s WITH LYMPHOGRANULOMA VENEREUM 

An intravenous injection of 0.001 cc. of mouse brain antigen was 

given to 10 patients with lymphogranuloma venereum, 6 with buboes 


and 4 with genitorectal involvement. Only 1 of the latter group gave a 
positive reaction. 

Nine patients with lymphogranuloma venereum were given an injec- 
tion of 0.01 cc. of mouse brain antigen. Five of these had buboes and 
4 had genitorectal involvement. Among the patients with buboes 1 
gave a positive, 1 a doubtful and 3 a negative reaction. Among those 
with rectal involvement 3 gave a positive and 1 a doubtful reaction. 

Fifty-six patients with lymphogranuloma venereum were given an 
injection of 0.1 cc. of mouse brain antigen; 35 of these had buboes and 
21 had genitorectal involvement. Among those with buboes 30 gave a 
positive and 5 a doubtful reaction. The latter 5 had buboes of eight 
to twenty-eight days’ duration. All the patients with genitorectal 
involvement gave a positive reaction. 

In order to rule out any possible reaction due to mouse brain tissue, 
10 patients with lymphogranuloma venereum were given an injection 
of 0.1 cc. of a saline suspension of normal mouse brain emulsion. All 
these gave a negative reaction. 


RESULTS OF INTRAVENOUS INJECTION OF MOUSE BRAIN ANTIGEN 
AND OF NORMAL MOUSE BRAIN EMULSION INTO 
NORMAL SUBJECTS 


Twenty-five normal subjects used as controls were given an injection 
of 0.001 cc. of mouse brain antigen. One gave a doubtful and the others 
a negative reaction. 

Twenty-five controls were given an injection of 0.01 cc. of mouse 
brain antigen. One gave a positive and the others a negative reaction. 
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Forty-five controls were given an injection of 0.1 ce. of mouse brain 
antigen. Three of these gave a doubtful and the others a negative 
reaction. 

Twenty-five other controls were given an injection of 0.1 ce, of 
mouse brain antigen. This group had received an intradermal Frei test 
one week previous to the intravenous injection instead of simultaneously 
as the other groups had. This was to rule out possible sensitization to 
the mouse brain antigen produced by a previous intradermal Frei test 
given intravenously. Two subjects gave a doubtful and the others a 
negative reaction. 

Twenty-five controls were given an injection of 0.1 cc. of a saline 
suspension of normal mouse brain emulsion. All these gave a negative 
reaction. 

Twenty-five controls were given an injection of 0.1 cc. of a saline 
suspension of normal mouse brain one week after intradermal injection 
of normal mouse brain emulsion. All these gave a negative reaction. 


COMMENT 


Our study showed that when 0.1 cc. of mouse brain antigen was 
injected intravenously into 35 patients with lymphogranuloma venereum 
of the inguinal type, 30 gave a positive and 5 a doubtful reaction. All 
21 patients with lymphogranuloma venereum of the genitorectal type 
gave a positive reaction. 

Among 70 control subjects given an injection of 0.1 cc. of mouse 
brain antigen 5 gave a doubtful and the rest a negative reaction. The 
intravenous injection of 0.001 cc. of mouse brain antigen was found to 
be unsatisfactory as a diagnostic aid. Although more positive reactions 
were obtained in patients with lymphogranuloma venereum with 0.01 
cc, than with 0.001 cc., the percentage was not high enough to consider 
the former amount satisfactory. 

The reactions were more constantly positive in patients with lympho- 
granuloma venereum of the genitorectal type than in those with the 
inguinal type in all the experiments. 

A patient who had had a bubo of lymphogranuloma venereum incised 
four years ago and had apparently had no recurrence gave a typical 
reaction to the intravenous injection of 0.1 cc. of Frei antigen (mouse 
brain) intravenously. This would support the view that the reaction 
to intravenous injection behaves similarly to that to intradermal injec- 
tion, remaining positive after active signs of the disease are no longer 
present. 

SUMMARY AND CONCLUSIONS 


Intravenous injections of mouse brain antigen and normal mouse 
brain emulsion of different dilutions were given to 85 patients with 
lymphogranuloma venereum and 170 control subjects. 
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Among patients with lymphogranuloma venereum 1 of 10 gave a 
positive reaction to 0.001 cc. of mouse brain antigen; 4 of 9 gave a posi- 
tive and 2 a doubtful reaction to 0.01 cc., and 51 of 56 gave a positive 
and 5 a doubtful reaction to 0.1 cc. 

Among controls, 1 of 25 gave a doubtful reaction te the intravenous 
injection of 0.001 cc. of mouse brain antigen; 1 of 25 gave a positive 
reaction to 0.01 cc., and 5 of 70 gave a doubtful reaction to 0.1 cc. 

The intravenous injection of 0.1 cc. of a saline suspension of normal 
mouse brain emulsion did not produce either a positive or a doubtful 
reaction in any subject. 

Previous intradermal injection of mouse brain antigen and normal 
mouse brain emulsion did not influence the results of intravenous injec- 
tion. 

Concurrent venereal disease made no appreciable difference in the 
results of intravenous injection. 

The intravenous injection of 0.1 cc. of mouse brain antigen is a 
reliable procedure for corroborating the results of the intradermal Frei 
test in the diagnosis of lymphogranuloma venereum. 


218 North Eighth Street, Allentown, Pa. 
601 West One Hundred and Thirteenth Street, New York. 


30 East Fortieth Street, New York. 
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RECURRENT HERPETIFORM DERMATITIS REPENS 


SAMUEL AYRES Jr, M.D. 
AND 
NELSON PAUL ANDERSON, M.D. 
LOS ANGELES 


A series of 5 cases observed during seventeen years is presented 
here for the purpose of studying a clinical picture which to us js 
unfamiliar and which does not appear to have been described in 
dermatologic literature.* 

The history and appearance of the cutaneous lesions in all 5 cases 
were strikingly similar. Briefly, the principal features may be sum- 
marized as follows: 

1. Age and sex: Two patients were women, a mother aged 70 and 
a daughter aged about 45. The other 3 were men, with ages ranging 
from about 25 to 49. The 2 women were in exceptionally good financial 
circumstances and the 3 men in moderately good circumstances. 

2. Course: Attacks recurred over a period ranging from several 
years to as many as twenty. 

3. Individual attacks: The attacks lasted from four to six weeks 
in case 5, clearing spontaneously, and as long as several months in each 
of the other cases, usually terminating only after the use of superficial 
unfiltered roentgen rays along with topical applications. 

4. Location: In all 5 cases there were lesions on the sides and back 
of the neck. In addition, the axillas were affected in all except case 3. 
The scrotum or genitocrural region of all 3 men was involved at one 
time or another. The nasolabial area was affected in case 1 and the 
upper part of the back and the buttocks in case 4. 

5. Family history: All patients stated that one or more members 
of the family suffered from a similar eruption. This could be verified 
only for patients 2 and 3, who were mother and daughter, and for 


Read before the Section on Dermatology and Syphilology at the Sixty-Eighth 
Annual Meeting of the California State Medical Association, Del Monte, Calif, 
May 1, 1939. 

1. Since the presentation of this paper, we have noted the communication 
of Howard Hailey and Hugh Hailey entitled “Familial Benign Chronic Pemphigus” 
(Arch. Dermat. & Syph. $9:679 [April] 1939). After a careful study and 
examination of its context we are of the opinion that the disease entity which 
they described is of exactly the same nature as the one we have discussed. 
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patient 4. Two sisters of this patient had been under our care on sev- 
eral occasions for the treatment of a recurring and recalcitrant undiag- 
nosed spreading eruption involving the hands and fingers. 


6. Ingestion of drugs: Patients 1 and 5 stated that they had taken 
no drugs except magnesia magma and solution of magnesium citrate. 
Occasional use of phenolphthalein was mentioned by patients 2 and 3, 
but there was no apparent relation between the ingestion of phenol- 
phthalein and the attacks. Attacks would occur when no phenolphthalein 
had been taken for many months and, conversely, would not be present 
when phenolphthalein had been taken. 

7. Appearance of the lesions: A striking similarity was noted in 
all cases. The appearance varied to a slight extent, depending on 
whether the attack was seen in its beginning or later in its development. 
The following brief excerpts from the records were typical for all 5 
cases: “a quarter-sized erythematous area with large flaccid vesicles 
and some crusting limited to the right side of the neck and of one week’s 
duration” (case 3). “ intermittent eruptions on the right side 
of the neck for about six months and on the left side for two to three 
weeks. At the base of the neck on each side were well defined areas 
ranging in size from that of a dollar to slightly less than that of a palm, 
relatively clear centrally, with milky vesicular, rather undermined border, 
beyond which was a zone of bright erythema” (case 4). 


8. Laboratory findings: Numerous cultures were made on various 
types of medium, and direct microscopic examinations of epithelial 
material mounted in 40 per cent potassium hydroxide were made in all 
cases. No fungi were found in material from any of the lesions of the 
neck, Monilia albicans was found by direct examination and by culture 
of material from lesions from the crotch on two occasions in case 4. 
Staphylococcus aureus was obtained by culture in 3 cases—in 2 instances 
from fresh, unopened vesicles—and Staphylococcus albus in 2 cases. 
On another occasion, however, in cases 3 and 5 sterile cultures were 
reported from fresh, unopened blebs. In case 4 cultures from unopened 
lesions on the neck yielded, in addition to Staph. aureus, a short chain 
streptococcus on one occasion. It seems probable that the monilia 
encountered in the lesion in the crotch in case 4 was a secondary invader 
and not causally related to the eruption, as the organism was not always 
present in the lesions in the crotch and was never present in those on the 
neck, Furthermore, a review of the history showed that lesions appar- 
ently occurred on the neck on a number of occasions in the absence of 
lesions in the crotch, which would argue against an “id” reaction. 


9. Histologic examination: This was done in only 1 case, case 4. 
The tissue subjected to study was removed from the border of the lesion 
on the neck. The essential observation apparently was the presence 
of intraepidermal vesicles and bullae and pustules. Considerable dys- 
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keratosis was present. The early changes are probably those shown 

in figure 1, while figure 2 represents a well developed intraepidermal 

pustule. Special stains failed to reveal any inclusion bodies. 
Histories of the 5 cases are summarized hereafter. 


REPORT OF CASES 


Case 1—M. Z., a Jew aged 49, was first seen on March 21, 1921, with an 
eruption of the neck, nose and anogenital region of three weeks’ duration. The 


Fig. 1 (case 4).—Low power (x 99) microscopic view of intraepidermal 
development of bullae. The section is from a lesion on the neck. 


patient had had previous similar lesions for twenty years, usually located on 
the neck, between the thighs, about the anus and on the scrotum. Individual Jesions 
had lasted for one week to several months, especially if irritated by excessive 
treatment. According to the patient, the lesions had always been superficial, seldom 
itched or burned, began as pinhead-sized papules and became vesicular or crusted 
and spread peripherally, clearing centrally. The lesions usually developed rapidly, 
occurring in attacks, but the patient was free of lesions most of the time. The patient 
stated that small doses of roentgen rays were usually efficacious, although a few days 
prior to the first visit he had received two doses of roentgen rays of unknown 
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amount which were of no benefit. The patient stated that one sister had had what 
he thought was a similar eruption, but mostly on the palms, for the same length 
of time. 

The past history was unimportant, except that during childhood in Russia he 
had had sores on his scalp and ulcers on the calves. During the past year 
he had had some gastric distress. There was no history of ingestion of drugs 
except occasionally of magnesia magma. 

Examination.—On the neck the eruption consisted of a single area on each side 
about the size of a half-dollar, superficial, erythematous and oozing. About the 


Fig. 2 (case 4).—Low power (xX 99) microscopic view of the intraepidermal 
bullous lesion from the neck. 


anus was a network of telangiectasia, suggesting a possible chronic roentgen 
dermatitis. Near the coccyx was a nickel-sized slightly oozing patch. On the 
posterior surface of the scrotum was an oozing crusted patch about the size of 
a pea. In the right nasolabial fold was a red moist area. Old scars were present 
on the scalp. No lymphatic enlargements were noticed. 

During observation, similar lesions appeared in the axillas. The patient was 
treated for nine months with a variety of topical applications, including lotions 
of the calamine type, a sulfur and salicylic acid ointment, ointment of coal tar, 
8 per cent silver nitrate, 10 per cent potassium permanganate, wet dressings of 
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alibour water (copper and zinc sulfates in camphor water), resorcinol and boric 
acid solution, 30 per cent ichthammol ointment, compound ointment of benzoic 
acid N. F., paste of zinc oxide N. F. and radiation from a quartz lamp, Aj 
autogenous vaccine of Staph. aureus was also administered subcutaneously. Some 
of the lesions improved, while others spread. New lesions appeared in the axillas, 
After nine months of treatment many active lesions were still present. Roentgen 
rays were not used because of the history of repeated roentgen treatment for many 
years and because of the appearance of telangiectasia. Laboratory studies, including 
the Wassermann test, urinalysis, white blood cell count, blood smear and examin. 
ations for fungi, gave negative results. Staph. aureus was obtained on culture from 
a fresh, unopened lesion. 


Cases 2 and 3.—A mother, F. H., aged about 70, white, American, and a 
daughter, W. V., aged about 45, in well-to-do circumstances, had identical lesions. 


2 


CASE 
The mother was first seen on Feb. 29, 1928, with an eruption on the neck of 
ten days’ duration, and a history of previous similar attacks for ten years or more. 
The lesions had always been limited to the neck, usually beginning as a group 
of vesicles which spread to form patches, each attack lasting from several weeks 
to several months. The only treatment which had ever been efficacious was 
roentgen irradiation. 
At the time of the first visit there were a group of erythematovesicular and 
yellowish crusted lesions from the size of a pea to that of a dime on the right 
side of the neck and one small lesion on the left side. One-fourth skin unit 
: (75 roentgens) of roentgen rays was applied, and wet dressings of alibour water 
i were prescribed. Two additional roentgen treatments within two weeks and applica- 
tion of 3 per cent ammoniated mercury ointment caused a prompt disappearance 
of the eruption. 

The next attack occurred in February, also, four years later. The eruption had 
been present one week at the time of the patient’s visit and consisted of a dime- 
sized erythematous slightly vesicular area on the back and slightly to the right 
of the neck. Four doses of roentgen rays of 4% skin unit (75 r) each at weekly 
intervals, together with painting with 2 per cent aqueous solution of gentian violet 
and wet dressings of alibour water, caused a disappearance of the lesions, although 
at first they continued to enlarge. 

The third attack which we observed occurred in March, two years after the last 
one. Lesions appeared in the right axilla over an area the size of a quarter; there 
were a few papulovesicles with crusting and a border which showed an uplifting 
of the epidermis somewhat like an impetigo. The lesions were opened and painted 
with 2 per cent aqueous solution of gentian violet, and continuous wet dressings 
of alibour water were prescribed. Irradiation with a single 75 r dose of roentgen 
rays was employed. Prompt healing occurred. 

Since then five more attacks have been observed : 

1. In January 1935, a suboccipital crusted lesion the size of a half-dollar healed 
after two doses of roentgen rays and application of 5 per cent ammoniated mercury 
ointment. This attack was accompanied with disseminated eruption of erythematous 
macules, suggesting a drug eruption, which lasted about four months. The patient 
was taking some red liquid for her stomach and occasionally had used phenol- 
phthalein, but none of the latter for a month prior to this visit. 
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2. In February 1936, a half-dollar-sized erythematous moist area of two months’ 
duration in the left axilla healed after one dose of roentgen rays and application 
of 5 per cent ammoniated mercury ointment. 

3. In April 1936, lesions similar to those previously described appeared on 
both sides of the neck. Healing followed one dose of roentgen rays and application 
of 2 per cent ammoniated mercury ointment. 

4. In January 1937, areas on the back and sides of the neck of one week’s 
duration healed after one dose of roentgen rays and application of 5 per cent 
ammoniated mercury ointment. 

5. In February 1939, the patient came in with a half-dollar-sized area limited 
to the left side of the neck, which had been present three or four days. This 
cleared after a single 75 r dose of roentgen rays, and she came in a month later 
with a new lesion on the right side of the neck, which had been present two weeks. 
The lesion was approximately the size of a dollar, somewhat crescentic and 
erythematous, with slight vesiculation and crusting, especially along one edge. 
The patient stated that between January 1937 and February 1939 she had had a 
number of attacks, and during the past summer the eruption had been almost 
continuous. The patient had not taken any drugs other than digitalis recently. 
There was no history of the ingestion of phenolphthalein. 

One microscopic examination of scales showed no fungi, and cultures on Sabou- 
raud’s medium and blood agar revealed only Staph. albus. . 


CASE 3 


The daughter presented a similar history and while under our observation ran 
a course closely paralleling that of her mother. Both patients lived in the East 
and were together while visiting in California during the winter. The patient 
stated that she and her mother had not worn the same clothing about the neck. 
The patient had had a number of attacks, always limited to the neck, prior to 
coming under our observation. The following are the essential data regarding the 
attacks which we observed: 

In March 1928, she presented a quarter-sized erythematovesicular area with 
large flaccid vesicles and some crusting limited to the right side of the neck and of 
one week’s duration. The mother had just recovered from an attack. The lesions 
healed after three doses of 75 r each of roentgen rays at four to seven day intervals 
and application of 2 per cent ammoniated mercury ointment locally. 

In February 1932, simultaneously with an attack experienced by her mother, 
similar lesions appeared on the back of the neck; these healed after four doses 
of roentgen rays, opening of the lesions and painting them with 2 per cent aqueous 
solution of gentian violet and application of 3 per cent ammoniated mercury 
ointment. 

In February 1935, she presented lesions on the back of the neck of one week’s 
duration while her mother was being treated for the same condition. The patient 
stated that she had had one or two attacks a year since her previous visit. She 
had had no further roentgen treatment, the lesions usually healing in a month or 
more under applications of calamine lotion. They tended to recur after a collar, 
any metal on the clothing or the neck of a nightgown irritated her neck. The 
present lesion was located on the right side of the neck posteriorly, and was a 
moderately defined erythematous area about the size of a half-dollar, containing 
several dry crusts. It responded to one fractional dose of roentgen rays, applica- 
tion of 2 per cent gentian violet and wet dressings of alibour water. 
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No fungi were seen in one direct microscopic examination of scrapings. (Cyl- 
tures on Sabouraud’s medium showed no fungi, only Staph. aureus growing, On 
another occasion cultures on blood agar and on Rosenow’s broth were sterile. 

In February 1939, the patient stated that since the last visit she had had attacks 
on an average of about once a year, but that there was no regularity as to season, 
The attacks usually lasted a month or more, finally healing when she protected 
her neck with a soft handkerchief and used calamine lotion. The patient stated 
that she had taken “caroid and bile tablets” (containing phenolphthalein) three 
times a day for the past two years. Since the attacks occurred only about once 
a year, it is not likely that they were related to the phenolphthalein. The present 
attack was of about two weeks’ duration, and the patient and her mother came 
to the office on this occasion with identical types of lesions. The patient’s eruption 
was limited to the neck, occurring on both sides posteriorly at the base, and 
consisted of ill defined herpetiform areas, with redness, vesicles varying in size 
from that of a pinhead to that of a split pea and crusting. 


Case 4.—E. W. T., a white American man aged about 25, was first seen in 
March 1929 for an acute eruption involving the anus, perineum and scrotum of a 
few days’ duration. The area was red, raw, oozing and macerated and had a moth- 
eaten appearance. He had had hives every summer for many years and occa- 
sionally had had an eruption between the toes. Microscopic examination of 
scrapings failed to reveal any fungi. A diagnosis of infectious eczematoid dermatitis 
was made. Treatment consisted of wet dressings of alibour water, fractional doses 
of roentgen rays and application later of 2 per cent ammoniated mercury ointment, 
ointment of coal tar and drying shake lotions. The eruption was entirely cleared 
in about six weeks. The subsequent course was as follows: 

In November 1931, the patient stated that the eruption had remained well for 
a few months, then had begun to recur gradually and for the past seven or eight 
months had been present continuously. Both sides of the crotch, including the 
scrotum, perineum and perianal regions, presented a red, fissured and scaly appear- 
ance, with several outlying milky vesicles and macules. The left posterolateral 
aspect of the neck showed a group of three or four crusted erythematous areas. 
At this time the patient stated that he had had red crusted areas on the side of 
the neck intermittently for several years. Microscopic examination of scrapings 
from the crotch showed typical mycelium with lemon-shaped budding spores char- 
acteristic of monilia. No organisms were seen in scrapings from the neck. Routine 
urinalysis gave negative results. The condition was under treatment for about 
four months, with fractional doses of roentgen rays, a sulfur and salicylic acid 
ointment and compound ointment of benzoic acid N. F. and finally healed after 
several relapses. Three subsequent microscopic examinations of scrapings from 
the anocrural region revealed no fungi. Examination of the stool showed no 
protozoa or cysts, and culture on Sabouraud’s medium did not yield monilia. 

In January 1933, the patient returned, stating that he had been having inter- 
mittent eruptions on the right side of the neck for about six months and on the 
left side for two to three weeks. He had been applying 5 per cent ammoniated 
mercury ointment. At the base of the neck on each side were well defined areas, 
one the size of a dollar, the other slightly less than the size of an adult palm, 
relatively clear centrally, with a milky vesicular, rather undermined border, beyond 
which was a zone of bright erythema. Material taken from unopened lesions was 
planted on Sabouraud’s and on Loeffler’s medium. Staph. aureus and a short chain 
streptococcus were the only organisms obtained. After two months of treatment 
weekly with fractional doses of roentgen rays, various local applications and intra- 
venous injections of autogenous Staph. aureus vaccine, the eruption was entirely 
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In March 1934, the patient came in with a fresh outbreak of two to three 
weeks’ duration on the right upper part of the back, with a peculiar superficial pustu- 
lar eruption having circinate borders and a nondescript papulopustular eruption in 
the right axilla, Six months previously, while hc was in New York, another 
recurrence had been treated with roentgen rays and an ointment. Treatment 
consisted of two fractional doses of roentgen rays, application of 2 per cent aqueous 
solution of gentian violet and wet dressings with alibour water. 

In December 1934, the patient returned, stating that he had continued to have 
more or less eruption in the crotch and on the neck, first on one side and then 
on the other, since the last visit. The eruption had just cleared on the left side of 
the neck, but on the right side at the collar line there was a large red crusted 
and moth-eaten-appearing area about the size of a dollar. There were also areas 
of redness, moisture and scaling in the crotch and about the anus. Direct micro- 
scopic examination of scales from the neck showed no fungi, and cultures of 
material from the neck and crotch planted on blood agar and Sabouraud’s medium 
grew only Staph. aureus. Only one visit was made, and a month later the same 
areas were affected, as well as the left axilla. 

In May 1935, another acute flare-up had occurred in the genitocrural and 
perianal regions, the lesions having been present for several weeks. The eruption 
on the neck had cleared. Examination showed an eruption involving the scrotum, 
the upper medial aspects of the thighs, the crotch, the perianal region and to a 
slight extent the axillas. This consisted of confluent erythematous areas with 
a whitish, macerated, moth-eaten, cracked and slightly scaly appearance. There 
were outlying whitish “dry vesicles.” Microscopic examination of these “dry 
vesicles” showed mycelia and spores of Monilia, and M. albicans grew on 
Sabouraud’s medium, An intradermal test with an antigen prepared from this 
culture elicited a dime-sized pustular reaction after twenty-four hours. Routine 
examination of the urine gave negative results. The eruption in the crotch 
responded promptly to treatment with a sulfur and salicylic acid ointment, but 
relapsed several times during the following few weeks. New lesions appeared in 
the axillas and on the sides of the neck. An autogenous monilial antigen was 
administered intradermally, and a few fractional doses of roentgen rays were given 
locally. The attack cleared in about two months. 

In August 1935, two new lesions developed, one on the upper part of the back 
and one on the outer aspect of the right shoulder, sharply defined, larger than a 
dollar, erythematous, relatively clear centrally and surrounded by a sparsely crusted 
zone, which in turn was surrounded by a relatively wide flaccid vesicular border. 
Breaking the covering, however, produced little fluid. There were slight redness 
and cracking on the scrotum. Two series of cultures were made of the unopened 
flaccid border of the lesion on the shoulder and planted on Sabouraud’s medium, 
Rosenow’s brain broth and infusion agar. Staph. aureus was the only organism 
grown. Intradermal tests were made with an antigen prepared from this organism, 
as well as with suitable controls for the three types of medium and stock antigens 
of Staph. aureus, Staph. albus, Bacillus coli, Streptococcus viridans, Streptococcus 
haemolyticus and Streptococcus nonhaemolyticus. In twenty-four hours all reac- 
tions were negative, except that to Str. viridans, which was 3 plus. 

Treatment consisted of opening the borders of the lesions and painting them 
with Castellani’s carbolfuchsin dye, wet dressings of alibour water, application of a 
sulfur and salicylic acid ointment, eight fractional doses of roentgen rays sharply 
localized to the affected areas and four mild erythema doses of radiation from a 
quartz mercury vapor glow lamp. The patient was contemplating a trip to Mexico 
and desired immunization for typhoid and for smallpox, which were given. A 
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successful “take” resulted from the vaccination for smallpox. Seven intravenoys 
injections were given of a vaccine prepared from stock Str. viridans and autogenoys 
Staph. aureus, in spite of a negative reaction to an intradermal test with the 
latter organism. At the time the patient left for Mexico, two months after begin- 
ning treatment for his last attack, there were evidences of slight activity of the 
eruption. On his return from Mexico, about six weeks later, the eruption was 
entirely gone. 

The patient was not seen between November 1935 and Jan. 14, 1939. On the 
latter date he came in with an eruption across the back of the neck and slightly 
to the right, at about the collar line (fig. 3 A), consisting of an ill defined erythema- 
tous slightly scaly and crusted area. Toward the right edge of the lesion were 
several areas of redness, with apparent undermining of the epidermis and slight 
cracking. A definite suggestion of superficial atrophy was noted on the back 
and sides of the neck. Similar crusted and scaly areas were present in the axillas 
(fig. 3B) and about the periphery of the anus, extending slightly onto the medial 
portions of the buttocks. Cultures were made of unopened portions of the vesicular 


Fig. 3 (case 4).—A, close view of the lesion on the neck; B, the lesion in the 
axilla, 


border. Staph. albus was obtained on agar and a streptococcus on Rosenow’s 
brain broth. The lesions were resistant to application of sulfur and salicylic acid 
ointment, of chlorhydroxyquinoline ointment and of 10 per cent silver nitrate and 
wet dressings of 0.25 per cent silver nitrate and of solution of aluminum acetate 
diluted 1:10. They healed promptly, however, after three fractional doses of 
roentgen rays. No fungi were seen in scrapings from the perianal region. The 
patient was given four inoculations of smallpox vaccine at two week intervals, 
with the idea that the eruption might be related to herpes simplex, in view of the 
successful results obtained by this procedure in the treatment of that disease. It 
will be interesting to observe the future behavior of the eruption. 

At the time of his last visit the patient stated that he had had frequent attacks 
since his visit in 1935 and that the eruption was diagnosed by a prominent French 
dermatologist as “infected eczema due to Streptococcus and Staphylococcus.” The 
patient denied taking phenolphthalein or any other drug. 


Case 5.—V. P., a white man of Italian ancestry aged about 35, was first seen 
on Sept. 20, 1937, for an eruption on the left side of the neck of about seventeen 
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days’ duration. The patient stated that he had had numerous similar attacks 
during the past fifteen years, always limited to the sides and back of the neck 
and occasionally the axillas, usually lasting from four to six weeks and usually 
clearing on the application of boric acid powder. There was no history of ingestion 
of drugs, except occasionally of magnesia magma or solution of magnesium citrate. 
The general history was irrelevant, and there were no obvious foci of infection. 
The patient stated that his mother and one brother had what he considered to be 
a similar type of eruption. 

Examination revealed an eruption limited to the left side of the neck, covering 
a palm-sized irregular area. The lesion was mildly erythematous and superficial, 
with slight scaling and yellowish crusting in places. The epithelial covering could 
be picked off, leaving a slightly raw, faintly moist surface. The borders were 
fairly well defined and serpiginous. The patient was given two doses of unfiltered 
roentgen rays of 75 r each and a prescription for the following ointment: 


Precipitated sulfur 
Salicylic acid 
Petrolatum 


At the second visit, a week later, a similar area had developed on the right side 
of the scrotum. All the lesions cleared rapidly, but about three weeks later the 
patient returned, with a recurrence on the posterior aspect of the neck which 
suggested in appearance an attack of herpes simplex. At this time it was noted 
that the cervical lymph giands were enlarged, and the patient stated that they 
became enlarged with each attack. 

Direct microscopic examination of epithelial material failed to reveal any fungi. 
Cultures of the moist surface revealed only Staph. albus. At the time of the 
recurrence cultures obtained from unopened vesicles were inoculated on brain broth 
and infusion agar and incubated both aerobically and anaerobically. All cultures 
remained sterile. 

At the last visit, because of the herpetic appearance of the eruption, the patient 
was inoculated with vaccine virus. He has not returned for further observation. 


COM MENT 


As stated previously, the clinical picture exemplified by these 5 cases 
does not correspond to any with which we are familiar... Any recog- 
nized diagnosis which we have attempted to apply to this group meets 
with, certain objections. The following possibilities have suggested 
themselves : 


1. Dermatitis repens. 
. Herpes simplex. 
. Infectious eczematoid dermatitis. 
. “Id” eruptions. 
. Dermatitis medicamentosa. 


A brief consideration of these classifications demonstrates their 
inapplicability. 


nous 
Us 
the 
gin- 
the 
was 
the 
htly 
ma- 
sere 
ight 
ack 
illas 
fa 
ia 
ular 
Parts 
1 
ae 
the 
P 
is 
cid 
nd 
ate 
of 
‘he 
3 
Is, 
he 
It 
ks 
h 
he 
en 
en 


412. ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


1. Dermatitis Repens.—This condition, originally deseribed by 
Crocker, has come to be identified with similar, if not identical, manj- 
festations variously designated as acrodermatitis continua (Hallopeau) 
and acrodermatitis perstans. The eruption usually occurs on the hands 
or feet and seldom spreads to other parts of the body. Commonly the 
disease begins on a finger or a toe, as a traumatized area which becomes 
infected, or as paronychia. Vesicles or bullae appear; these easily 
rupture, leaving a raw, denuded surface with a slowly spreading border 
in which the epidermis is undermined and appears sodden. In many 
cases it is extremely recalcitrant to treatment. Various organisms 
have been reported as causative agents, and many investigators have 
expressed the belief that a particular strain of Staph. aureus with 
peculiar pathologic properties is the responsible organism. 

Practically all discussions of dermatitis repens or its close allies stress 
the location of the lesions on the extremities and their persistence, but 
do not mention a tendency to habitual recurrence. 

2. Herpes Simplex.—This is an acute vesicular eruption of localized 
distribution, with a tendency to short duration, spontaneous healing 
and recurrence in the same area. We have never seen or heard of 
herpes simplex which began with a small group of vesicles and then 
spread peripherally with an undermining border and long duration, 
which was characteristic of the eruptions described in this paper. The 
onset of the eruption with herpetiform vesicles and the tendency to 
recurrence in the same or neighboring areas, on the other hand, sug- 
gest a relation to herpes. 

3. Infectious Eczematoid Dermatitis—This disease is frequently 
secondary to trauma or to some other infection, such as a draining 
abscess, a furuncle or osteomyelitis. The eruption is more truly 
eczematoid, with vesicles or vesicopustules, oozing, crusting and often 
peripheral extension, but usually lacks the definitely undermined, spread- 
ing border and the tendency to spontaneous recurrence usually present 
in our cases. 

4. “Id” Eruptions ——The possibility that the eruption in our cases 
was caused by some hidden focus of infection must be considered, 
although no such focus was apparent. “Id” eruptions vary widely in 
their characteristics, ranging from acute vesicular “phytids” of the 
hands resulting from foci of fungous infections of the feet to pustular 
bacterids of the palms and soles resulting from streptococcic foci in 
the tonsils or teeth and to the erythematosquamous and atrophic lesions 
of lupus erythematosus, which again may be due to foci of streptococci 
or tubercle bacilli. Many other types of “id” reaction are well known. 
We have never encountered any, however, possessing the characteristics 
described in this report. 
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5. Dermatitis Medicamentosa.—This might also be considered. 
Phenolphthalein is known to produce erythematous and sometimes 
bullous lesions which recur in the same location. While several of our 
patients admitted having taken phenolphthalein, several others gave no 
history of ingestion of a drug and in those who had taken phenol- 
phthalein fresh attacks of the eruption often occurred even when the 
drug had not been taken for months or years. Again, the spreading 
character of the eruption was not particularly characteristic of a drug 
eruption. 
SUM MARY 

We have reported a series of 5 cases of an unusual type of eruption 
which appears to combine some of the characteristics of dermatitis 
repens and herpes simplex but is typical of neither. The features which 
characterize this hitherto apparently unreported clinical syndrome are 
as follows: 

1. The lesions occurred characteristically on the back and sides of 
the neck and in several instances also in the genitocrural and perianal 
region and axillas and on the upper part of the back. 

2. The attacks usually occurred spontaneously, often persisted for 
weeks or months and were rebellious to topical applications but often 
healed promptly after one or two fractional doses of roentgen rays. 
The total duration of the disease ranged from “several” to as long as 
twenty years. 

3. A familial tendency was noted in 4 of the 5 cases. Two of the 
patients in this series were a mother and daughter, who presented 
identical lesions. 

4. The individual lesions early in an attack were distinctly herpeti- 
form and later consisted of a peripherally spreading raw, slightly crusted 
or oozing area, with a definitely undermined epithelial border and often 
a tendency to spontaneous healing at other portions of the patch. 

5. Cultures of fresh, unopened lesions were sterile or showed Staph. 
aureus, Staph. albus or streptococci. In 1 case Monilia was obtained 
from a lesion in the groin, but this in all probability was a secondary 
invader, since no fungi or yeasts were ever found in any of the other 
cultures made, although Sabouraud’s medium was included among the 
mediums used. 

We believe that the 5 cases reported are instances of a definite 
clinical entity of undetermined origin. Because of its resemblance to 
dermatitis repens and to herpes simplex, we have suggested the name 
“recurrent herpetiform dermatitis repens.” 


2007 Wilshire Boulevard. 
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DERMATITIS DUE TO A SULFUR-MEAT COMPLEx 


REPORT OF A _ CASE 


JOSEPH C. BERNSTEIN, M.D. 


BALTIMORE 


The customary procedure when an allergic agent is suspected of 
causing a dermatitis is to test the patient with the individual components 
in diluted form. Rarely a series of substances in combination will be 
the sensitizing agents. The following case is an example of the manner 
in which two substances when mixed can act as a sensitizing agent and 
produce toxic manifestations : 


REPORT OF CASE 


H. P., a private patient, a grocer aged 32, in July 1936 presented an eruption 
on the dorsal surfaces of the hands and wrists with some extension to the lateral 
margins. It resembled the classic type of chronic eczema, with scaling, vesiculation, 
erythema and thickening. Some areas showed objective evidence of severe pruritus. 
The eruption had been present for several months. 

The routine investigation of the past history, physical examination and labora- 
tory tests showed nothing of significance. There was no history of previous 


allergy or of ingestion of drugs. 

The patient had been treated previously with roentgen, ultraviolet and infra-red 
rays and many ointments. He had had a complete examination by an allergist, who 
had employed scratch, patch and intracutaneous tests. Aside from the usual slight 
reactions to many irrelevant substances, no significant facts were elicited. 

The patient was carefully questioned in an effort to obtain a clue as to the 
possible exogenous or endcgenous source of his condition. Nothing of value was 
learned until the patient was questioned about the details of his employment, He 
volunteered the information that he was in the habit of handling meat continuously. 
In order to realize a greater profit from the raw meat, he purchased it in large 
quantities each month. The meat was cut in sections and placed in a barrel. 
Several gallons of a 1 per cent solution of sodium sulfite was made up and poured 
over this meat. The purpose of this procedure was to give the meat a fresh appear- 
ance and delay decomposition for several weeks. Such processing is prohibited 
under regulations of the Meat Inspection Act and of the old Food and Drugs Act. 

The patient was then tested with the 1 per cent solution cf sodium sulfite. 
Patch tests elicited a negative reaction after forty-eight hours and after six days, 
although fresh solution was applied daily. Patch tests with the residual liquid 
after the meat had been removed gave negative results after forty-eight hours and 
after six days. Patch tests with fresh meat gave negative results. Patch tests 
were then performed with the processed meat. On the fourth day erythema ensued, 
followed by vesiculation on the sixth and pustulation cn the seventh day. A simple 
protective dressing caused this process to involute promptly. The test was repeated 
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on the opposite arm, where no patch test had been performed. The results were 
similar to the initial positive reaction. Three clerks employed in this store, acting 
as controls, gave negative reactions to the test. Passive transfer was not 


permitted. 


COMMENT 


The involved mechanism of sensitization is complex. There were no 
reactions to plain meat, to sodium sulfite solution or to the residual meat 
and sodium sulfite mixture. On the other hand, the meat—sodium 
sulfite complex gave a strongly positive reaction. Tests with a 0.5 per 
cent sulfur ointment produced a mild or questionable erythema. It 
would seem, therefore, that the sodium sulfite decomposed in solution 
in the presence of organic matter, to yield either hydrogen sulfide or 
free sulfur. The latter chemicals then reacted with the meat to form a 
sulfurated protein or a colloidal sulfur—protein mixture. Whatever 
occurred, this newly formed substance had definite sensitizing properties. 
That it was responsible for this man’s dermatitis was proved by the 
positive reactions to patch tests. Furthermore, strict avoidance of the 
treated meat has permitted his eruption to involute. 

With the public health in mind, this process of preserving meat was 
observed. Large chunks of meat were found in a barrel, which was not 
in a refrigerator, being processed. After the meat has lain in this solu- 
tion for several days it loses its dull color and acquires a brilliant red 
color similar to that of freshly slaughtered meat. The meat retains this 
color for a couple of weeks. Occasionally, when not sold, it may be 
reimmersed. Once having observed such meat a person can readily 
detect it. What damage, if any, the meat produces in the persons who 
eat it is a matter of conjecture. 


SUMMARY 


In a case of dermatitis of the hands the sensitizing agent was 
produced by the action of sodium sulfite on the protein of meat. 
Although chemical determination of the actual substance producing the 
eruption was not expedient, it seems that either the protein was 
sulfurated to form a compound not normally present in meat or a 
colloidal protein-sulfur mixture with sensitizing properties resulted. 


1307 North Calvert Street. 
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PATTERNED ALOPECIA ABOUT THE CALVES AND ITs 
APPARENT LACK OF SIGNIFICANCE 


F. RONCHESE, M.D. 
AND 
R. R. CHACE, M.D. 
PROVIDENCE, R. I. 


It is a matter of common observation that certain portions of the 
human body are covered with hair while certain others are free. The 
distribution of hair shows all variations, from that of the hairy-chested 
person who resembles a great ape to that of the person with a skin as 
smooth as that of an infant. The average normal man has a dense 
growth of hair on the head, with a somewhat lessened growth in the 
pubic region, in the axillas and on the arms and legs. The factors 
relating to the distribution of hair and its variations are obscure, as is 
the loss of hair in many cases. 

While the hair is supposed to cover the entire leg of a normally 
hairy man (fig. 1, 25 year old man), one often sees hairy men with a 
more or less sharply outlined area of alopecia on the outer and posterior 
aspect of each leg (fig. 2, middle-aged men). The area is symmetric 
and extends from a point just above the external malleolus to a point 
approximately at the junction of the upper third with the middle 
third of the leg. Anteriorly it is often limited by a straight vertical 
line along the external edge of the tibia. Posteriorly it includes almost 
the entire lower two thirds of the calf. It is usually hairless and smooth. 
Occasionally a few hairs are present, but no stumps of broken hair 
can be seen or palpated. Broken hair and alopecia from the friction of 
clothes or the posture is a common occurrence on the wrists, knees and 
calves (fig. 1). 

How did this peculiar patterned alopecia come about? Kidd’ 
spoke of “use inheritance” due to the tight-fitting shoes of ancestral 
generations. This hypothesis has about as much value as the one 
making the tight-fitting headgear worn in early times responsible for 
male baldness or the reasons offered for the existence of pubic and 
axillary hair. Following the same line of thought, we could suggest 


From the Department of Dermatology of the Rhode Island Hospital, service 
of Dr. Ronchese. 

1. Kidd, cited by Danforth, C. H.: Studies on Hair, with Special Reference 
to Hypertrichosis: IV. Regional Characteristics of Human Hair, Arch. Dermat. 


& Syph. 12:76 (July) 1925. 
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Fig. 1—Distribution of hair in a 25 year old man. The legs are entirely 
covered with hair except for the knees and calves, the alopecia of which is due 
to broken hair from the friction of clothes and from crossing of the legs. This 
distribution is probably the rule in all hairy persons at the age of 20 and in about 


65 per cent from the age of 40 on. 


Fig. 2.—Some examples of patterned alopecia of the legs (not from friction) 
Present in about 35 per cent of hairy men. 
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that the lack of hair on the outer aspect of the legs is due to the habit 
of earlier men to sit with their legs crossed. 

This alopecia has undoubtedly been noticed for a long time, yet 
clinicians and patients alike have failed to pay attention to it. Although 
it is similar to the well known hippocratic premature alopecia of the 
top of the male head, with similar thin and shiny skin, no real invyest;- 
gations were made to find the cause of the alopecia of the legs and its 
possible relation to internal disorders until ten years ago. Apparently 
the distribution of the hair on the legs was of interest solely to anato- 
mists and anthropologists. 

In 1929 Tommasi * suggested a possible relation between this pat- 
terned alopecia of the legs and internal diseases and after observing 
numerous patients came to the conclusion that it is prevalent in neuro- 
arthritic subjects. He repeated his statement in subsequent publications. 
Tommasi’s views were not accepted by Schonfeld,* but were confirmed 
by Paglia ® and by Serio.* A recent investigation was made by Robert- 
son,’ with the purpose of showing the relation and the similarity of 
the alopecia of the scalp and that of the legs. He observed the legs and 
scalps of 1,171 men and found that 408, or 34 per cent, had alopecia 
of the legs and of the scalp. He compared the skin in the two areas 
and described it as atrophic. The blood and the nerve supply of these 
areas were thoroughly investigated and found to be normal. He sug- 
gested that the alopecia in both areas is “probably due to a change in 
the balance of the endocrine secretion, and is dependent on the integrity 
of the testicle.” Apparently with the exception of the aforementioned 
authors, no one has investigated this matter. 


2. Tommasi, L.: Su di una particolare forma di alopecia postero-esterna delle 
gambe degli iperuricemici, Gior. ital. di dermat. e sif. 70:163, 1929. 

3. Tommasi, L.: Ulteriori osservazioni su di una particolare forma di alopecia 
della faccia postero-esterna delle gambe in soggetti iperuricemici, Atti Accad. 
fisiocr. Siena 5:259, 1930; Su di un nuovo segno clinico di patologia costituzionale: 
L’alopecia figurata delle gambe dei neuroartritici, Atti Soc. ital. progr. d. se. 3:263, 
1933. Tommasi’s sign is defined as “a special form of alopecia on the postero- 
external aspect of the legs, found almost exclusively in adult males who are 
subjects of the gouty diathesis” in Dorland’s American Illustrated Medical Dic- 
tionary (ed. 17, Philadelphia, W. B. Saunders Company, 1935; ed. 18, 1938) and 
is listed in the Quarterly Cumulative Index Medicus (22:1301, 1937). 

4. Schénfeld, W.: Die Alopecie der Unterschenkel, Med. Klin. 31:1201, 1935. 

5. Paglia, A.: Sul significato di una particolare alopecia delle gambe negli 
iperuricemici (Alopecia peroniera degli uricemici del Tommasi), Riforma med. 47: 
1623, 1931. 

6. Serio, F.: L’alopecia peroniera degli uricemici (Segno di Tommasi), Poli- 
clinico (sez. prat.) 44:1837, 1937. 

7. Robertson, P. C.: Description and Study of Area of Atrophic Skin 
Occurring in Men, with Its Relationship to the Common Type of Diffuse Alopecia 
ef the Scalp, Brit. J. Dermat. 50:581, 1938. 
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To establish an easy clinical sign is attractive, and we have attempted 
to look into the subject. Furthermore, both of us have the peculiar 
patterned alopecia of the legs, and one of us has a decided family history 


of arthritis. 

In our investigation, about 600 male patients in the wards of the 
Rhode Island Hospital were examined, and 100 with a definite dis- 
tribution of hair on the legs were selected. The following facts were 
tabulated: age, amount of body hair, presence or absence of patterned 
alopecia of the legs, family history of arthritis or gout, past history of 
arthritis or gout and history or presence of dermatoses. In a certain 
number the urea nitrogen and the uric acid content of the blood were 
determined (Dr. Bowman). Of the 100 men with a definitely hairy 
body we found that 35 (35 per cent) presented patterned alopecia on 
the outer and lower aspects of their legs with a sharp line of demarcation 
between hairy and nonhairy skin (fig. 2). Those with patches of 
alopecia due to friction of clothes or posture (fig. 1) were discarded. 
The ages varied from 20 to 68 years. 


The following tabulation gives our results: 


Total number of patients examined 
Patients with alopecia of legs 
Patients with arthritic history 
Patients for whom chemical study of the blood was done.. 25 (25%) 
Patients with arthritic history, with alopecia 
Patients with arthritic history, without alopecia 
Patients with alopecia, without arthritic history 
Patients without alopecia, without arthritic history 
Patients with arthritic’ history and alopecia, with normal 
blood chemistry 
Patients with arthritic history and without alopecia, with 
normal blood chemistry 4 (50%) 


Besides the group of patients examined in the hospital wards, about 
100 ambulatory and private patients were observed and questioned. 
This peculiar distribution of hair was found in a large percentage of 
persons in apparent good health and in almost all persons with chronic 
pruriginous dermatoses. In men about 40 years old or more it seems 
that the patterned alopecia is the rule and a leg fully covered with hair 
is the exception, while the opposite can be said for men about 20 years 
old. In only a few cases of eczema and psoriasis a leg fully covered 
with hair could be observed. 

Of all the persons examined, no one could say whether the area 
had always been bald. The usual answers were that they did not know, 
did not remember or had never paid attention to it. About the alopecia 
on our own legs we are unable to offer a better answer. 

The legs of middle-aged nonhairy women often show a triangular 
strip of hair on the frontal aspect or hair on the inner aspect but seldom 
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is hair present on the outer and lower aspect. In young girls suffering 
from acne vulgaris, the arms and legs are often covered with hair. 
However, the outer and posterior aspects are always much less hairy 
than the opposite sides. Among 10 young girls with severe generalized 
hypertrichosis we found 1 with a patterned alopecia of the legs like 
that in men (fig. 3). 

In regard to the association of alopecia of the leg and of the scalp, we 
can say that frequently the two are observed together; on the other 
hand, in a number of middle-aged men with a perfect patterned alopecia 


aN 


it 


Fig. 3.—At left, patterned alopecia of the legs in a 22 year old woman with 
severe generalized hypertrichosis. At right, male pattern in a middle-aged hairy 
woman, childless, with partial alopecia of the top of the head and a low-pitched 
voice. 


on the legs we found a head fully covered with hair. No explanation 
of these observations can be offered. 

It is interesting to note that the incidence of alopecia of the legs 
was given by Tommasi and by Paglia as varying from 3 to 12 per cent 
and by Robertson as 34 per cent; our figures showed 35 per cent or 
more. If there were a correlation between the alopecia and a neuro- 
arthritic diathesis, on the basis of these figures from 3 to 12 per cent 
of the population of Italy and about half the population of England 
and of the United States should suffer from neuroarthritis. According 
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to statistics, about 14 per cent of the population in England and 9 
per cent in the United States is afflicted with some type of rheumatic 
disorder. 

The difference in incidence of alopecia of the legs would to some 
extent support Tommasi’s hypothesis, on the ground of the much richer 
diet of the English and the Americans in comparison with the Italians. 

On the other hand, the presence of a condition in almost half of 
a population would greatly reduce its importance as a symptom. 

After much investigation, the cause of hippocratic baldness of the 
scalp is still to be found, and we believe that the alopecia of the legs 
can, at least, be placed in the same category. 

A relation between the peculiar alopecia of the legs and an arthritic 
diathesis seems unfounded. Patterned alopecia as a diagnostic sign 
seem to be rather uncertain. The fall of hair in Simmonds’ disease is 
net in a pattern peculiar to this condition. There are typical myxedema- 
tous patients with a head full of beautiful hair and without Levi’s sign. 

Apparently only hippocratic baldness is a positive sign of male sex. 


SUMMARY 
1. Of about 200 men with a hairy body it was found that 35 per 
cent or more presented a patterned alopecia of the lower extremities. 


2. No evidence was found for the belief that a relation exists 
between this alopecia and a neuroarthritic diathesis. 


122 Waterman Street. 
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EPIDERMODYSPLASIA VERRUCIFORMIS 


(LEWANDOWSKY AND LUTZ) 


MAURICE SULLIVAN, M.D. 
AND 
FRANCIS A. ELLIS, M.D. 
BALTIMORE 


In 1931, Mashkilleisson ' presented an excellent review of epidermo- 
dysplasia verruciformis, describing in detail a patient with the 
generalized form of the disease and reporting briefly on a patient with 
the localized type. This form of dysplasia was first described in 1922 
by Lewandowsky and Lutz* and was reported in the same year by 
Fuchs.* Table 1 is a modified summary of the cases included in 
Mashkilleisson’s review. Mashkilleisson' stated that the disease was 
a hereditary dystrophy with a precancerous tendency, because in 20 per 
cent of the cases previously reported there were cutaneous epitheliomas. 
The question of whether epidermodysplasia verruciformis is a definite 
entity or a special type of generalized warts, a view championed by 
Hoffmann,* has not been settled. Epidermodysplasia verruciformis 
has been reported under the following titles: verrucosis generalisata,’ 
verrucae dyskeratoticae congenitales,® verallgemeinerte Warzenerkrank- 


From the Johns Hopkins Medical School, Department of Dermatology. 

1. Mashkilleisson, L. N.: Ist die Epidermodysplasia verruciformis (Lewan- 
dowsky-Lutz) eine selbstandige Dermatose? Ihre Beziehungen zur Verrucositas, 
Dermat. Wchnschr. 92:569, 1931. 

2. Lewandowsky, F., and Lutz, W.: Ein Fall einer bisher nicht beschriebenen 
Hauterkrankung (Epidermodysplasia verruciformis), Arch. f. Dermat. u. Syph. 
141: 193, 1922. 

3. Fuchs, H.: Ein Fall von eigenartiger Dyskeratose, ibid. 141:224, 1922. 

4. Hoffmann, E.: Ueber verallgemeinerte Warzenerkrankung (Verrucosis 
generalisata) und ihre Beziehung zur Epidermodysplasia verruciformis (Lew- 
andowsky), Dermat. Ztschr. 48:241, 1926; abstracted, Zentralbl. f. Haut- u. 
Geschlechtskr. 20:269, 1926. 

5. Tornabuoni, G.: Verrucosis generalisata, ibid. 27:789, 1928; Epidermo- 
dysplasia verruciformis, Gior. ital. di dermat. e sif. 70:557, 1929; Verrucosis 
generalisata, un de cino caso, Arch. ital. di dermat., sif. 3:373, 1928. 

6. Hidaka, S.: Verrucae dyskeratoticae congenitales, Dermat. Ztschr. 48: 


244, 1926. 
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TasLe 1.—Summary of Cases Reported Before Mashkilleisson’s Review 


Authors 


Lewandowsky and Lutz”... 


Masuda (Jap. J. Dermat. & 
Urol, 25 3 862, 1925; ab- 


stracted, Zentralbl. f. Haut- u. 


Geschlechtskr. 21 : 836, 1927) 


Tanimura (Jap. J. Dermat. 
& Urol. 27 : 31, 1927; ab- 
stracted, Zentralbl. f. 

Haut- u. Geschlechtskr. 27 : 
384, 1928) 

Tanaka (Jap. J. Dermat. & 
Urol. 27 : 31, 1927; ab- 
stracted, Zentralbl. f. 
Haut- u. Geschlechtskr. 27 : 
394, 1928) 


Tornabuonl 


Glaubersohn (Acta dermat.- 
venereol. 8 3 170, 1928; ab- 
stracted, Zentralbl. f. Haut- u. 
Gesehlechtskr. 27 : 781, 1928; 
Ann. de dermat. et syph. 

9 3 378, 1928) 


Dzhafaroff (Venerol. i dermat 
5 : 1527, 1928; abstracted, 
Zentralbl. f. Haut- u. 
Geschlechtskr. 29 : 31, 1929) 


Gujo (Zentralbl. f. Haut- u. 
Geschlechtskr. 31 : 333, 1929) 


Mashkilleisson............... 


Koibe (Zentralbl. f. Haut- u. 


Gesechlechtskr. 31 : 334, 1929) 


Mashkilleisson 1............. 
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1922 
1924 


1925 


1926 
1926 


1928 


1928 


1928 


1928 


1928 


1928 


1931 


a, 


22 


99 


7 


Age at 
Appearance 

Age, of Dis- 

Yr. ease, Yr. Comment 

29 Birth Consanguineous parents; 
patient died of pneu- 
monia; no autopsy; two 
epitheliomas on forehead 

21 10 Consanguineous parents 

43 5 Disease called ‘‘verrucal 
dyskeratoticae congeni- 
tales” 

47 38 Epithelioma on forehead 

20 10 Classie example 

37 25 Tuberculous patient; tu- 


berculosis verrucosa cutis 
(?) on right forearm; 
lesions confined to that 
area 
Epithelioma on cheek; ver- 
ruca vulgaris on palms 
Basal cell epithelioma on 
dorsum of hand; verruca 
vulgaris on palms 


Hypertrophy of hypo- 
physis with vagotonia; 
idiocy in 2 cases 


Lesions most extensive in 
hairy region 


Psoriasiform appearance 
remarked 


Onset after pneumonia 


Upper extremities and 
sealp principal sites of 
involvement 

Typical example, appar- 
ently omitted by Mash- 
killeisson 

Active pulmonary tuber- 
culosis; 2.5 em. hyper- 
trophic verrucae on 
fingers 


Typical examples: 1 with 
enlarged hypophysis 


Inoculation of human 
beings and animals gave 
negative results 

Upper layers of rete only 
showed vacuolation 


Localized form, limited to 
forehead and scalp 
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ung,’ verrucae disseminatae,’ warsigen Naevi,* naevi verruciformes 
and érythrokeratodermie naevique  précancereuse."° The disease 
apparently is hereditary. It appears usually in early life, although jn 
some of the reported cases the cutaneous lesions appeared after the 
age of 40; often it follows a severe illness. In the majority of 
instances the extremities are involved first, and there may be a rapid 
extension to all parts of the cutaneous surface in a fairly characteristic 
pattern. The palms, the soles, the axillary fossae and the external 
genitalia seldom are affected. After the initial extension the disease 
may be latent for years, or it may progress slowly, and occasionally the 
lesions may undergo epitheliomatous degeneration. Morphologically, 
the resemblance of the lesions to verrucae planae juveniles is striking, 
but occasionally they are filiform or not unlike verruca vulgaris. Forty 
per cent of the 42 patients whose cases were previously reported were 
Japanese. Of the remainder, 4 were Russian, 4 German, 3 Italian, 2 
Swiss, 1 Czechoslovakian, 1 Argentinian, 1 French and 1 American, 
The race and/or nationality of 7 could not be determined from data 
available to us. The case here reported is the second in the English 
literature. Wise"! presented a man of Italian extraction before the 
Manhattan Dermatologic Society on Nov. 9, 1938. 

It is questionable whether the case of verrucae planae juveniles and 
senile keratoses of the pre-epitheliomatous type reported by Milian and 
Périn should have been included in this category by Mashkilleisson. 
The patient was a 24 year old woman and the disease appeared when 
she was 9 years old. Microscopic examination showed no typical dys- 
keratosis. In his review Mashkilleisson also omitted a case of typical 
involvement in a woman aged 47 reported by Santalow * and a case of 
the localized form in a 35 year old patient reported by Kogoj.”® 


7. Santalow, N.: Zur Kasuistik der Verrucae disseminatae, Zentralbl. f. 
Haut- u. Geschlechtskr. 29:74, 1929. 

8 Toyama, I., and Kojima, R.: Ein Fall von warzigen Naevi, kombiniert 
mit Karzinoide, Morbus Bowen und Kankroid, Jap. J. Dermat. & Urol. 40:116, 
1936, 

9, Sézary, A., and Lévy-Coblentz, G.: Naevi verruciformes, Bull. Soc. frang. 
de dermat. et syph. 40:220, 1933. 

10, Civatte, A.:  Erythrokeratedermie naevique précancereuses: Epidermo- 
dysplasia verruciforme, in Darier, J., and others: Neuvelle pratique dermato- 
logique, Paris, Masson & Cie, 1936, vol. 6, p. 685. 

11. Wise, F.: Epidermodysplasia Verruciformis (Lewandowsky and Lutz), 
Arch, Dermat. & Syph, 39:596 (March) 1939, 

12. Milian, G., and Périn: Verrues planes du dos des mains et kératose sénile 
préépithéliale du trone datant de l'age de 9 ans chez une femme de 24 ans, Bull. 
Soc, frang. de dermat, et syph. 31:320, 1924. 

13. Kogoj, F.: Die Epidermodysplasia verruciformis, Acta dermat.-venereol. 
7:170, 1926; abstracted, Zentralbl. f. Haut- u. Geschlechtskr, 20:886, 1926. 
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Table 2 is a summary of the cases which have been reported since 
Mashkilleisson’s review in 1931. Brief references to this interesting 
disease have been made by Gans,'* Civatte,'® Cockayne '® and Steiner.'® 

The changes which occur in the cells of the rete layer in typical 
epidermodysplasia verruciformis have been described exceptionally well 


by Kogoj.”* 

The epithelial cells become enlarged and appear to be inflated. The 
protoplasm undergoes a change, after which it takes a basic stain. The 
nuclei, on the other hand, become smaller. They appear to be shrinking 
into compact homogeneous masses. Simultaneously the protoplasm 
appears to loosen and detach itself from the borders of the nuclei. 
The process of vacuolation extends peripherally, thus creating a honey- 
combed, reticulated effect. The reticulated intracellular network soon 
vanishes, and the cells become truly vacuolated. The intracellular bridges 
disappear. Some of the shrunken nuclei are no longer recognizable, 
and others become crescentic and occupy positions near or adjacent to 
the periphery of the vacuolated cells, with the long axes of the nuclei 
transposed parallel to the cell borders. Many of the nucleoli become 
acidophilic. This occurs in and directly below the granular layer. Often 
the nucleoli become disintegrated, and tiny flaky particles are dispersed 
throughout the ballooned, vacuolated cell. There is no evidence of true 
intracellular or extracellular edema. 

These changes do not appear in every epidermal cell in sections from 
typical lesions, but usually in a single low power field the characteristic 
protoplasmic and nuclear alterations can be demonstrated. Lipschitz ** 
pointed out that similar changes occur in verruca vulgaris. Kogoj ‘* 
stated that they are also seen in tuberculosis verrucosa cutis, carcinoma, 
molluscum contagiosum, senile keratosis, senile verruca, all types of 
wart, keratosis follicularis, keratoma hereditare palmare et plantare and 
mal de Meleda, although in all these diseases the dysplasia is not as 
profound. He expressed the belief that the vacuolating degeneration 
(vakuolisierende Degeneration) is common to all keratotic anomalies. 
Kogoj, Hoffmann '* and Gans called epidermodysplasia verruciformis a 
special form of generalized disseminated verrucae. 


14. Gans, O.: Histologie den Hautkrankheiten, Berlin, Julius Springer, 1928, 
vol. 2, p, 117. 

15. Cockayne, E, A.: Inherited Abnormalities of the Skin and Its Appendages, 
London, Oxford University Press, 1933, p. 156. 

16. Steiner, K.: Epidermodysplasia verruciformis (Lewandowsky und Lutz, 
1922), in Jadassohn, J.: Handbuch der Haut- und Geschlechtskrankheiten, Berlin, 
Julius Springer, 1927, vol. 4, pt. 1, p. 77. 

17. Lipschiitz, B.: Zur Kenntnis der Aetiologie und der strukturellen Archi- 
pee der Warze (Verruca vulgaris), Arch. f. Dermat. u. Syph. 148:201, 

18. Hoffmann, E.: Verrucosis generalisata (Epidermodysplasia verruciformis 
Lewandowsky), Arch. f. Dermat. u. Syph. 155:318, 1928. 
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Taste 2—Summary of Cases Reported Since Mashkilleisson’s Review 


Age at 


Appearance 


Age, 


Authors Fz. 


Ejiri (Zentralbl. f. Haut- u. 30 
Geschlechtskr, 41 225, 1982) 


Tanimura and Tominaga 
(Jap, J. Dermat. & Urol. 
32 : 67, 1982) 


Richter, W. (Dermat. 
Wehnschr. 94 29, 1932) 


Kojima,?° 
Kojima 


Toyama and 


Hamdi and Hulusi (Vir- 1933 15 days 
chows Arch. f. path. 

Anat, 291 738, 1933) 

Lévy-Cob- 


Sézary and 


lentz ® 


Behdjet, H. (Dermat. 
Wehnschr, 97 ¢ 1354, 1933) 


Louste, Lévy-Franckel, 
Caillian and Schwartz (Bull. 
Soe. france. de dermat, et 
syph, 41: 270, 1984) 


Shinoda (Jap, J. Dermat. 
& Urol, 363247, 1934; ab- 
stracted, Zentralbl. f. Haut- 
u. Geschlechtskr. 50 3 578, 
1935) 

Masaki (Jap. J. Dermat. 3-4 
& Urol, 35:85, 1984; ab- 
stracted, Zentralbl. f. Haut- 
u. Geschlechtskr, 49 ¢ 322, 
1985) 


2-3 


Child- 
hood 


Castro Palomino, Conde 35 7 
and Pina (Areh. de med. 
int. 1 1166, 1985) 


Okada (Jap. J. Dermat 
& Urol. 57 : 62, 1935) 
Fidanza, Cariilo and 
Ocana (Rev. argent. de der- 
matosif, 21 : 361, 1987) 


Wise 1! , 


Child- 
hood 


Engelhardt (in Nékam, L.: 
Corpus jeonum morborum 
cutaneorum, Budapest, Hun- 
gary, Stephaneum Press, 1938, 
vol. 3 p. 750, figs. 3835, 3836, 
$837, 3838, 3839, 3840, 3841, 

3842, 3843 


Straszyiiski (in Nékam, L.: 
Corpus iconum morborum 
cutaneorum, Budapest, Hun- 
gary, Stephaneum Press, 1988, 
vol. 3,p. 762, figs. 3897 and 99) 


of Dis- 
ease, Yr, 


Comment 


Consanguineous parents: 
generalized involvement 


Generalized involvement at 
the age of 7 years: en- 
larged liver; 16 per cent 
eosinophils 


Marked vacuolation of the 
rete cells 


Generalized involvement: 
lack of characteristic vacu- 
olation; Bowen's disease 
and basal cell epithelioma 
Generalized involvement: 
endocrinopathy 


Father, brother and sister 
similarly affected (history 
only); some filiform lesions 
Linear arrangement 


Onset followed overexposure 
to sunlight; later photosen- 
sitivity developed; verrucous 
lesions of urethral meatus 
and the anus, showing the 
characteristic histologie pic- 
ture of epidermodysplasia 
verruciformis 

Slight sensitivity to epi- 
nephrine and pilocarpine: 
sella turelea smaller than 
that of the average Jap- 
anese 


The first patient had epi- 
thelioma at the-age of 16; 
the 3 were sisters 


Vacuolation and ‘sebaceous 
glandlike” cells 


Consanguineous parents: 
basal cell epithelioma 


Both surfaces of hands and 
feet involved 


Italian; verruca vulgaris on 
dorsa of hands and in 
subinguinal regions 


Epithelioma; iehthyosis; 
vascular and pigmented 
nevi 


Large warty growths on 
both surfaces of hands 
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One case which has been reported since 1931 deserves special 
comment: Kojima ’® in 1932 and Toyama and Kojima’ four years 
later reported a case of Bowen’s disease, basal and prickle cell epithe- 
lioma and generalized warty nevi. In general, there was a lack of the 
typical vacuolation and dyskeratosis in the microscopic sections exam- 
ined. However, in some of the larger lesions vacuolation in the upper 
part of the rete was remarked. It should be emphasized that one of 
the characteristics of Bowen's disease is vacuolation of cells in the rete. 


REPORT OF A _ CASE 


J. A. M., a white man aged 22, was presented from the Johns Hopkins Hospital 
on Dec. 3, 1938, before the Atlantic Dermatologic Conference,?° with the diagnosis 
of verrucae planae juveniles (?) of eighteen years’ duration and multiple super- 
ficial epitheliomas, because of the question of a relation between the two types of 
lesions. Credit must go to Dr. Fred Wise, for at that meeting it was he who 
first suggested the correct diagnosis. 

Family History.—The patient’s mother and father were not consanguineous. 
They were Americans of English, Irish and Scotch descent. No other member of 
the family was known to have had a similar disease. There was no history of 
carcinoma, tuberculosis, diabetes, syphilis or mental disease. 

Past History —The patient had been a full term, apparently normal baby. At 
6 years he had measles and pertussis. During his eighth year encephalitis sud- 
denly developed. He recovered, but there was a residual flaccid paralysis of the 
left side of the face. He was circumcised, and an inguinal hernia was repaired at 
5 years. The only other operation was a tonsillectomy when he was 10 years old. 
He was graduated from high school at 17, and he had always been a good student. 
He had never ingested arsenicals, nor had he ever been exposed to an environ- 
ment where chemicals were used or manufactured. 

Present Illness —The eruption first appeared on the dorsa of the hands when 
he was 4 years old. From the hands the lesions spread gradually, until the fore- 
arms, arms, shoulders, neck, forehead and scalp were involved. Numerous derma- 
tologists who had observed him made the diagnoses of verrucae planae juveniles 
and lichen planus and/or Bowen's disease. Some of the larger lesions had been 
destroyed by electrodesiccation, without subsequent recurrence. A considerable 
amount of roentgen therapy had been administered, after which no involution of 
the lesions was noted. There were never any subjective symptoms. 

Physical Examination—The physical examination showed a well proportioned, 
adequately nourished man. His habitus and adipose distribution suggested no 
endocrinopathy. Except for the flaccid paralysis of the left side of the face and 
the cutaneous lesions, nothing abnormal or remarkable was found. 

On the dorsa of the hands and the extensor aspects of the forearms and 
sparsely scattered over the arms and chest there were round, oval or angulated, 
slightly raised scaly pink to violaceous lesions, from 0.2 to 0.5 cm. in diameter, 


19. Kojima, R.: Ein Fall von Verrucosis generalisata, Kombiniert mit 
Bowenscher Krankheit, multiplen Basalzeller- und Plattenepithelkrebs, Jap. J. 
Dermat. & Urol. 32:47, 1932. 


20. Sullivan, M.: Verrucae Planae Juveniles (?) of Eighteen Years’ Duration: 
Multiple Intraepidermal Epitheliomas, Arch. Dermat. & Syph. $9:899 (May) 1939. 
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which suggested lichen planus or flat warts. On the scalp, forehead, cheeks. neck, 
back and chest there were numerous 0.5 to 1.5 cm, plaques, which were erythema. 
tous and slightly infiltrated. Some showed telangiectasia or superficial ulceration, 
On closer examination the larger lesions were seen to have slightly raised, pearly 
edges or minute irregular pearly elevations within their borders. In the scalp 
there were similar erythematous lesions, but there was no alopecia. Abundant 
healthy hair grew through the plaques. 


Fig. 1.—Lesions on the back of the hand and fingers showing resemblance to 
verrucae planae juveniles, 


Serologic tests for syphilis gave negative results. Erythrocyte and white blood 
cell counts and differential examinations gave results within normal limits. 
Urinalysis showed no abnormality. 

Progress and Treatment.—The patient received only mild external applications 
while under our observation. There was no improvement; in fact, during obser- 
vation a lesion in the left temporal region increased in circumference, and a super: 
ficial erosion developed. 
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Histologic Picture —The first biopsy specimen was from a well defined ery- 
thematous and slightly infiltrated plaque on the left shoulder. The border was 
slightly elevated and shiny, and within the edge there were many minute waxy 
papules. The section showed a loose beehive-like or open lacelike keratosis with 
no definite parakeratosis. The granular layer contained many large grains of 
nuclear material and pyknotic hyperchromatic nuclei. The rete presented a variable 
picture in different fields. In some areas the cells were apparently normal, and 
the earliest abnormal changes seemed to be a vacuolation around the nuclei, which 


tended to become pyknotic and hyperchromatic. The cells then grew larger and 


Fig. 2.—Eroded area above the left eye and smaller crusted lesions near the 
hair border (superficial basal cell epitheliomas ). 


more vacuolated, while the nuclei became more shriveled or fragmented. As the 
cells enlarged, the cytoplasm became rarer, and the nuclei either disappeared or 
became distorted, often becoming crescentic and occupying eccentric positions near 
the cell walls. In some cells small particles of basophilic material of various sizes 
were scattered throughout the cytoplasm. 

Another unusual point was the presence of prickle cells with enlarged nuclei, 
in which the neucleoli stood out sharply while the rest of the nucleus had a 
faded or rarefied appearance. In some sections these cells extended into the basal 
cell layer. In a few instances this process continued until only a narrow band 
ot basophilic material with a clear vacuolated center remained. The intracellulat 
bridges between the dyskeratotic cells disappeared. No grains or corps ronds, 
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which characterize Darier’s disease, were seen. The general architecture of the 
rete was distorted, but in general the dysplastic cells were round or oval 


con- 
trast to the bizarrely shaped cells seen in the other dyskeratoses. 


- 


Fig. 3.—A, section showing basket weave keratosis and various types of 
vacuolated cells in the rete; B, section from an area of superficial basal cell epi- 
theliomatosis. The vaculoation is less marked over the area of basal cell pro- 
liferation. There is no loss of adhesiveness of the basal cells. 
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In some areas the basal cells were proliferating, and many mitotic figures 
were seen, but there were no signs of penetration. Over these areas of super- 
ficial basal cell epitheliomas the vacuolation and other dyskeratotic changes were 
observed at about the same level as elsewhere. 

Three other biopsy specimens were taken, one from a group of lesions which 
clinically resembled lichen planus, a second from a group of lesions which appeared 
to be verrucae planae and a third from a flat slightly pigmented scaly plaque. 
All showed the classic vacuolated and dyskeratotic changes with the basket weave 
hyperkeratosis described in the first section. The cutis contained many small 
dilated capillaries and a few fibrocytes and monocytes. The cutaneous appendages 
seemed to be normal. There was no evidence of atrophy or elastosis. 


Fig. 4.—High power magnification, showing vacuolated cells with reticulated 
cytoplasm and deeply staining distorted nuclei. 


COM MENT 


We have included in the summaries (tables 1 and 2) only cases 
which were called instances of epidermodysplasia verruciformis by their 
recorders or which in our opinion definitely belong in this category. 
Whether Hopf’s ** acrokeratosis verruciformis is a variant of epider- 
modysplasia verruciformis can be determined only when more cases of 
these diseases have been analyzed. 

21. Hopf, G.: Ueber eine bisher nicht beschriebene disseminierte Keratose 
(Akrokeratosis verruciformis), Dermat. Ztschr. 60:227, 1931. 
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Hopf’s type of dyskeratosis is differentiated from epidermodysplasia 
verruciformis histologically by the relative lack of vacuolation and 
dyskeratotic changes in the former as contrasted with their abundance 
in the latter, and clinically by the presence of disseminated keratoses on 
the palms of Hopf’s disease. 

Darier’s ** érythro-kératodermie verruqueuse en nappes, symétrique et 
progressive, has many clinical features similar to epidermodysplasia 
verruciformis. Each of the diseases is hereditary, generalized and pro- 
gressive. The lesions of both diseases are capable of undergoing malig- 
nant degeneration.”* 

It is an extremely interesting fact that more cases of epidermodys- 
plasia verruciformis have been reported among the Japanese than in 
any other race. It is a matter of conjecture, but we wonder whether if 
the literature were more extensive in the other Asiatic countries, perhaps 
more cases would have been reported in closely related races. 


SUMMARY 


We believe epidermodysplasia verruciformis is the same disease as 
Hoffmann’s verrucosis generalisata. It is a definite clinical entity. 
According to Cockayne,'® the disease, or an inherited predisposition, 
is probably transmitted by a recessive gene. The eruption may appear 
soon after birth or in early childhood, but several authors have 
recorded its onset in adults even after middle age. In the majority of 
instances the lesions clinically suggest verrucae planae, but in some 
cases they are raised and hypertrophic and resemble the vulgaris type 
of verruca. Epidermodysplasia verruciformis rarely affects the mucous 
membranes, and the nails and hair are never primarily altered. 

There is a definite tendency for the lesion to undergo malignant 
degeneration, and when that occurs it is most often of the superficial 
basal cell, or pagetoid, type, but in some cases the prickle cell form of 
epitheliomatous degeneration has been observed. 

Histologically, the most characteristic observation is a disarrange- 
ment of the rete cells, which undergo a peculiar vacuolation while the 
nuclei become pyknotic or fragmented. In our case early proliferation 
of the basal cells was noted in many areas. These cells did not penetrate 
deeply or lose their adhesiveness. 


21 East Eager Street. 
104 West Madison Street. 


22. Darier, J.: Erythro-kératodermie verruqueuse en nappes, symétrique et 
progressive, Bull. Soc. frang. de dermat. et syph. 22:252, 1911. 

23. Milian and Lotté: Erythro-kératodermie diffuse: Epithéliomatose second- 
aire, Bull. Soc. franc. de dermat. et syph. 33:376, 1926. Milian: Examen histo- 
logique de la tumeur de l’épaule enlevée au mal de atteint d’érythro-kératodermie 
presente A la derniére séance, ibid. 33:433, 1926. 
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Clinical Notes 


VARICELLA OCCURRING TWICE IN ONE PATIENT 
DURING A SINGLE EPIDEMIC 


Raymonp P. Hucues, M.D., anp Lestre M. Situ, M.D., Et Paso, Texas 


It is well known that a second attack of varicella is exceedingly rare. Since 
a history of a previous attack may influence the diagnosis of atypical varicelliform 
eruptions, it is well to remember that occasionally a patient has been known to 
have a second ‘attack of varicella. Dr. T. J. McCamant,! former chief of the 
El Paso City-County Health Unit, reported two attacks of varicella occurring 
in a child during the same epidemic of the disease. During a recent epidemic we 
observed a recurrence of the eruption within three weeks of the healing of the 
first attack. 

REPORT OF A CASE 

E. V., a Mexican boy aged 5 years, was seen May 21, 1939, during an epidemic 
of varicella. There was a moderately severe eruption on the trunk, face and scalp 
and in the oral cavity. The eruption consisted of discrete, small, thin-walled 
vesicles, many of which were surrounded by narrow erythematous areolas. There 
were also a few small macules. The temperature was 101.5 F. The picture was 
typical of varicella. 

The patient has had tuberculosis of the spine since the age of 2 years. He 
had whooping cough at the age of 3 years, but none of the other childhood 
diseases. 

Crusts developed after several days, and the patient was discharged in ten days. 

On June 13 a generalized eruption developed. It was similar to the preceding 
one. There were discrete vesicles on the trunk and face and a few early pre- 
vesicular lesions. This eruption went through the stages of moderately severe 
varicella, drying into crusts after three or four days. 


SUMMARY 
A case is presented in which two outbreaks of typical varicella occurred within 
three weeks in a patient during a single epidemic. 


931 First National Bank Building. 


1. Personal communication to the authors. 


PINTA IN THE VIRGIN ISLANDS 
Report of First Case to Be Recognized 


Howarp Fox, M.D., New York 


In the winter of 1932 I made a survey of leprosy in St. Croix, Virgin Islands.! 
Among the 83 patients in the hospital for lepers at Christiansted I found a full- 
blooded Negress (Christine W.) who presented a classic picture of pinta. 


1. Fox, H.: Leprosy in St. Croix: A Study of the Inmates of the Leper 
Asylum, Internat. J. Leprosy 1:321-338, 1933. 
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As she suffered from senile dementia, it was difficult to obtain a history of 
any value. She was born in Barbados and was admitted to the St. Croix Hospital 
for Leprosy in 1923. According to the records of the hospital, leprosy bacillj 
had been found once in a nasal smear soon after admission. At the time of my 


visit there was little to suggest leprosy except absence of the second toe of the 


Pinta in a woman of 85 seen at the St. Croix Hospital for Leprosy, St. Croix, 
Virgin Islands. 


left foot and some apparent atrophy of the toes of the right foot. She stated 
that “God removed the toe” on the left foot. There was no enlargement of the 
cutaneous nerves, no anesthesia and no change in the skin that suggested leprosy. 
There were also no cutaneous lesions of syphilis, but spinal puncture and roentgen 
examination of the heart had not been made. The Wassermann reaction of the 
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blood was 3 plus in February 1929 and in February 1932. The patient estimated 
her age to be 85, which accorded with her appearance, her hair being snow white. 

My diagnosis of pinta in this case was based on the cutaneous lesions and the 
positive serologic reaction. The cutaneous lesions consisted of diffuse slate blue 
areas of the face and extremities and extensive areas of partial and of complete 
depigmentation. The partial depigmentation was most evident beneath the breasts 
and on the buttocks, forearms and thighs. On the anterior surface of the thighs 
and legs the depigmentation presented a striking reticulated appearance. The 
complete depigmentation (vitiligoid) was present on the dorsal surfaces of the 


hands, fingers and legs. 
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Correspondence 


FIXED DRUG ERUPTIONS 


To the Editor:—The case reported by Drs. E. W. Netherton and G. D. Curtis 
(A Case for Diagnosis [Erythema Perstans? Fixed Drug Eruption?], Arcy. 
Dermat. & Syren. 40:330 [Aug.] 1939) at the Dec. 15, 1938, meeting of the 
Cleveland Dermatological Society, raised various questions that I should like to 
answer. 

Dr. Henry A. Brunsting, of Toledo, Ohio, stated in referring to phenolphtha- 
lein that “one type can be used sometimes without a flare-up while the other 
type causes difficulties.” As Dr. Netherton indicated, either yellow or white 
phenolphthalein may cause a flare-up of the eruption. This has been proved many 
times; so I think that there is no longer any doubt about it. ; 

In reference to the discussion of Dr. I. L. Schonberg regarding a phenol- 
phthalein eruption from the eating of iced cup cakes, this was a report published 
by me (M. J. & Rec. 136:31 [July 6] 1932). Phenolphthalein was detected in 
cream-colored icing, which turned pink on contact with a sodium hydroxide solu- 
tion, while pink icing became colorless on addition of hydrochloric acid. 

Dr. H. G. Miskjian stated that phenolphthalein eruptions are not mentioned in 
the foreign literature and that there may be something in American phenol- 
phthalein which produces the eruption. These statements are apt to be misleading. 
A number of phenolphthalein eruptions have been reported in the foreign literature. 
Phenolphthalein made in Europe was being used exclusively in the United States 
at the time when phenolphthalein eruptions were first noted here (Abramowitz, 
E. W.: Erythema Multiforme Associated with Cutaneous Pigmentation [Melanin]: 
Clinical and Pathological Report of Five Cases, J. Cutan. Dis. 36:11 [Jan.] 1918. 
Fox, H.: Erythema Perstans Following Ingestion of Phenolphthalein, ibid. 36: 
252 [April] 1918. Wise, F., and Abramowitz, E. W.: Phenolphthalein Eruptions, 
Arcu. Dermat. & Sypn. 5:297 [March] 1922). I have on several occasions 
reproduced a phenolphthalein eruption with chemically purified phenolphthalein. 

In the history of this case it was stated that the eruption was preceded by 
emotional shock. R. Wohlstein and L. Schmidt (Dermat. Wchnschr. 89:1766, 
1929) concluded that psychic stress and physical exertion were the responsible 
factors in a reported case. 

Dr. H. N. Cole in his discussion stated the belief that the eruption was due 
to a drug. Some drug may have been responsible at the onset for the eruption 
in the case presented. Which drug, if any, may be difficult to prove because oi 
the development of desensitization or polysensitivity. In addition to drugs, foods, 
liquors, vaccines and autotoxic agents should be investigated (Abramowitz, E. W., 
and Noun, M. H.: Fixed Drug Eruptions, Arcu. Dermat, & Sypn. 35:875 
[May] 1937). The cause of a fixed eruption requires investigation of all the 
various agents cited. It is in this way that one will find oneself adding new 
substances, such as karaya gum (Bowen, R.: Karaya Gum as a Cause of Urticaria, 
ibid. 39:506 [March] 1939) and sulfanilamide (Loveman, A. B., and Simon, F. A: 
Fixed Eruption and Stomatitis Due to Sulfanilamide, ibid. 40:29 [July] 1939), 
to the list of those already reported as a cause of this peculiar cutaneous 


manifestation. 
E. Witttam Asramowitz, M.D., New York. 
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News and Comment 


TENTH INTERNATIONAL CONGRESS OF DERMATOLOGY 
AND SYPHILOLOGY 


There has been a remarkable response from foreign dermatologists to the 
announcement of the Tenth International Congress of Dermatology and Syph- 
ilology, which will be held at the Waldorf-Astoria Hotel in New York the week 
beginning Sept. 8, 1940, under the presidency of Dr. Oliver S. Ormsby. The 
program will consist of eleven symposiums in addition to sections for volunteer 
contributions, a section on syphilis and on gonorrhea and various meetings of 
committees on nomenclature and terminology. The American Committee has 
decided that a member of the congress shall be entitled to but one presentation 
on the scientific program. 

The programs for the symposiums are now completed. These will consist of 
reports on the dermatologic aspects of bacterial allergy, photosensitivity, avitami- 
nosis, metabolic disturbances, endocrine dysfunctions, occupational diseases, psychic 
influences, dermatosclerosis, disturbances of the reticuloendothelial system, nevi 
and tropical diseases of the skin. Six or seven dermatologists of worldwide 
reputation will participate in each symposium. There are physicians who have 
made outstanding contributions to dermatology and who represent twenty different 
countries. 

The volunteer program is open to all accredited dermatologists. The program 
committee is anxious that articles presented before the volunteer section shall 
consist essentially of new .and original work. Case reports or historical reviews, 
unless they establish some new thought, will not be considered favorably. The 
completed papers to be presented before the volunteer session should be limited to 
5,000 words. Fifteen minutes will be allowed for each presentation. 

The sections on syphilis and gonorrhea will occupy separate sessions on the 
program. The papers presented before these sections should likewise be limited 
to 5,000 words, and each author will be allowed fifteen minutes for his presentation. 

Requests for the opportunity of participating in the volunteer section, the 
section on syphilis and the section on gonorrhea should be made immediately. 
This part of the program is not completed, and the program committee is anxious 
to have all dermatologists, both in the United States and abroad, who wish to 
Present a paper at the congress make their requests at once, so that selection 
of the applications may be completed. Such applications should be sent to Dr. 
Paul A. O'Leary. 

The completed articles of those accepted by the program committee must be 
sent to the secretary-general of the congress by March 1, 1940, and should include 
an abstract of not more than 250 words. The abstract will be translated into the 
five official languages of the congress. 

A scientific exhibit will be a prominent feature of the congress. Applications 
for exhibit space should be made to Dr. J. Gardner Hopkins, 180 Fort Washington 
Avenue, New York, 

Requests for further information in regard to the congress and applications 
for membership should be sent to Paul A. O’Leary, M.D., Secretary-General, 
Tenth International Congress of Dermatology and Syphilology, the Mayo Clinic, 
Rochester, Minn, 
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THIRD INTERNATIONAL CONGRESS OF MICROBIOLOGY 


The International Association of Microbiologists will hold the Third Inter- 
national Congress of Microbiology in New York on Sept. 2 to 9, 1939. The head- 
quarters of the Congress will be at the Waldorf-Astoria Hotel. During the week 
immediately preceding the Congress, an information bureau will be open at the 
Rockefeller Institute for Medical Research. Inquiries prior to this date should 
be addressed to the general secretary, Dr. M. H. Dawson, College of Physicians 
and Surgeons, 620 West One Hundred and Sixty-Eighth Street, New York. Any 
person interested in microbiology may become a member of the Congress by 
payment of $5 to the treasurer, Dr. Kenneth Goodner, Rockefeller Institute for 
Medical Research, York Avenue and Sixty-Sixth Street, New York. 

Besides several general sessions, there will be nine sections devoted to dis- 
cussion of the following subjects: general biology—variation and taxonomy; gen- 
eral biology—microbiologic chemistry and physiology; viruses and viral diseases; 
Rickettsiae and rickettsial diseases; protozoology and parasitology; fungi and 
fungous diseases; medical and veterinary bacteriology; agricultural and industrial 
microbiology, and immunology. 
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Obituaries 


ERNEST FINGER, M.D. 
1856-1939 


Ernest Finger, late director of the university clinic of dermatology 
and syphilology in the Allgemeines Krankenhaus in Vienna, Austria, 
died on April 17, 1939, in Vienna. He was born in Prague, Bohemia, 
on July 8, 1856. His father, Joseph Finger, was professor of medicine 
at the University of Lemberg in Poland. 

Finger studied medicine at the University of Prague and received 
the degree of Doctor of Medicine at the University of Vienna on 
Dec. 24, 1877. He started practice in 1878. He was assistant from 
1878 to 1884 in the Allgemeines Krankenhaus in Vienna, where Pro- 
fessor Siegmund was director of the university clinic for syphilology 
and Professor Hebra was director of the clinic for dermatology. Finger 
became Siegmund’s assistant, and after the latter’s death he became 
assistant to Professor Zeiss]. When Zeissl died, Finger became assistant 
to Neumann. In 1881 Finger became privatdocent, in 1902 assistant pro- 
fessor and in 1904 professor and director of the clinic for dermatology 
and syphilology, where he remained as teacher and director until 1927, 
at which time he retired at the age of 71. 

He received his training in the fields of pathology and bacteriology 
at the institute of Dr. Weichselbaum, where his first important paper 
in collaboration with Professors Ghon and Schlagenhaufer appeared 
under the title “Beitrage zur pathologischen Anatomie der Blenorrhoe 
der Sexualorgane.” This was a short time after the discovery of 
gonococcus by Neisser in 1879. From that time, Finger was interested 
chiefly in gonorrhea and in other venereal diseases, especially syphilis. 

After the great discoveries in syphilis by Metchnikoff, Schaudinn, 
Wassermann and Ehrlich, Finger published many important papers in 
collaboration with Landsteiner. Both authors proved by inoculation of 
monkeys the contagiousness of the gumma, the sperm and the ocular 
infection of the rabbit’s eye with production of real keratitis paren- 
chymatosa. 

Finger hesitated a long time before he introduced arsphenamine 
therapy in his clinic. He directed attention to the neurorecurrence and 
was opposed to the therapia sterilisans magna; he stressed chiefly the 
abortive treatment, which he had begun before the discovery of 
arsphenamine in 1904. The development of treatment with arsphen- 
amine ; the introduction of bismuth therapy, discovered by Levaditi and 
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Sazerac; the prevention malaria fever treatment by Wagner Jauregg, 
and the combination of the specific antisyphilitic treatment with the 
unspecific protoplasma activation treatment was the work of his pupils 
Kyrle and Miller. The diagnosis of syphilis was improved by a new 
staining method of the spirochete by Oppenheim and Sachs, by dark 
field examination by Landsteiner and Mucha and by Finger’s intensive 
interest in the serologic methods, such as the discovery of the exact 
Ballungsreaction by Miller and the systematic examination of the spinal 
fluids by Kyrle. 

The question of heredity was of the greatest interest to Finger, 
He translated Fournier’s book on congenital syphilis and fought against 
Matzenauer’s point of view of the pure maternal heredity with all his 
power of eloquence, experience and his enormous knowledge of the litera- 
ture in that field. 

Finger was also interested in the other diseases of the genital organs. 
From his clinic, and under his guidance, a number of papers of per- 
manent value appeared, among them, “Balanitis erosiva gangrenosa,” 
by Miller and Scherber; “Ulcus vulvae acutum,” by Lipschutz, and 
“Uleus molle.” 

Although Finger was not interested in general in skin diseases, 
nevertheless he published a number of valuable papers on this subject. 
The tuberculous infection of the nose to which Finger gave the name 
“folliculitis exulcerans nasi” was first described by him, and he proved 
that the tubercle bacillus was the causative agent. He was also the 
collaborator of the important book “Vorlesungen tber Histobiologie 
der menschlischen Haut und ihrer Erkrankungen” by Kyrle; after the 
premature death of the latter, Finger wrote part of the second volume. 


The number of papers Finger published in various scientific journals 
exceeded 180. His text “Die Syphilis und die venerischen Krankheiten” 
reached the seventh edition in 1913. 

As a teacher, he was dearly loved by his students. His lectures 
were examples of depth and verity. He was always in close contact 
with his immediate students at the clinic, guiding and inspiring them 
in their work. He was always a sympathetic but severe critic. Among 
his pupils were: A. Brandweiner, V. Crippa, R. Geiger, R. Grusz, 
A. Hintz, F. Kyrle, V. Satke, B. Lipschutz, V. Mucha, R. Miller, 
M. Oppenheim, H. V. Planner, A. Pezzoli, A. Porges, O. Sachs, 
G. Scherber, C. Schneider, R. O. Stein and R. Straszberg. Luithlen, 
who was the first who experimented with the influence of nutrition 
on skin diseases, may also be regarded as his pupil. A tragic fate haunted 
the school of Finger. With the exception of five, all of his pupils died 
at the height of manhood. Only Stein, Geiger, Scherber, Straszberg 
and Oppenheim are today alive. 
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Finger received many honors, one of them being honorary member 
of the American Dermatological Association. His immense work as 
teacher, clinician, scientist, organizer, hygienist, critic and social worker 
did not prevent Finger from being a great lover of music and literature 
and an ardent traveler. He also enjoyed walking and swimming—all 
of this in his meager spare time. With it all, he was a devoted husband 
and father. 

The spartan simplicity of his life and the greatness of his soul 
helped him to endure the losses and grief of his last years. His name 
is engraved eternally in the annals of science and in the hearts of all 
those who knew him. His memory will be kept fresh because of his 
great contributions to the welfare of humanity. 


Maurice OppENHEIM, M.D. 
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Editorials 


SUGGESTIONS TO CONTRIBUTORS TO THE ARCHIVES 


The following suggestions are offered to enable authors to avoid 
common errors in the preparation of manuscripts and to conform to the 
style of the American Medical Association Press. Many of the rules 
are fundamental and are contained in the book entitled “Medical Writ- 
ing” by Dr. Morris Fishbein.* It is hoped that authors will endeavor 
to conform to these suggestions. 


GENERAL SUGGESTIONS 


Do not use the editorial “we.” 

Use first person for articles and discussions. 

Always use complete sentences. Telegraphic style is not allowed. 

Do not include a long introduction (pages at times) of material 
that is well known and not essential to your subject. 

Follow Dorland’s “American Illustrated Medical Dictionary” for 
the spelling of medical words. 

Follow the “National Classified Nomenclature of Disease.” For 
example write “rosacea” (not “acne rosacea’’). 

Follow the bibliographic style of the American Medical Association. 
Do not pad your article with an unnecessarily long bibliography. 
Unless you have a comprehensive bibliography, prepared by a thorough 
review of the literature, references are used as footnotes and only those 
specifically cited in the text are included. 

Use double (or triple) space for the entire manuscript, including 
footnotes, legends and tables. 

References and footnotes should be typewritten on one or more 
separate pages at the end of the article, not at the bottom of each page. 

Be accurate in quoting, citing and interpreting material from the 


literature. 
Do not recommend medicaments whose worth has not been 


established. 
Avoid trade names for drugs and for physical therapeutic apparatus. 
Use the following preferred terms: 


man (not male) 

woman (not female) 

syphilis, syphilitic (not lues, luetic) 
Spirochaeta pallida (not Treponema pallidum) 
consensus (not consensus of opinion) 


1. Fishbein, Morris: Medical Writing: The Technic and the Art, Chicago, 
American Medical Association, 1938. Price $1.50. 
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leprosy or lepra (not Hansen’s disease) 

gummas, sarcomas, epitheliomas, serums, etc. (plural)— 
see list in “Medical Writing” 

urine, spinal fluid, etc., were normal (not negative) 

Wassermann reaction (nct test) was positive 

polymorphonuclear leukocytes (not polymorphonuclears) 

surgical diathermy (not endothermy). (This includes 
electrodesiccation, electrocoagulation and use of 
cutting currents) 

solid carbon dicxide (not carbon dioxide snow) 

x-rays or roentgen rays (not x-ray or roentgen ray), 
unless used as an adjective (Mention dosage [for 
example, 300 r]) 

ultraviolet radiation (not ultraviolet light) 

roentgenogram of the lung (not x-ray of the lung) 

afcrementioned (not abovementioned) 

histologic examination (not biopsy) showed, when micro- 
scopic examination is meant 

perform (not do) a biopsy 

cubital (not antecubital) space 

cutaneous, renal, hepatic, etc. (not skin, kidney, liver) 
when words are used as adjectives 


Omit details of normal laboratory reports (blood counts, chemical 
examinations of the blood). 

Do not speak of “negative serology” any more than you would of 
“negative dermatology.” The same is true of “pathology” and “eti- 


ology.” A common but improper statement is “the etiology was 
unknown.” This should read “the cause was unknown,” as etiology 
refers to the science or study of causation. 

Do not write “an eruption over the arms or legs.” Say “on the 
arms or legs.” Use the word “over” when motion is implied, e. g. 
“extended over the arms.” 

Do not speak of “upper or lower arm or leg.” Write “upper or 
lower part of the arm or leg.” 

Do not forget that Greek words ending in “ma” are neuter. 

Frequent typographic errors are “pruritis” for “pruritus” and “epi- 
theloid” for “epithelioid.” 

Do not use the word “reveal” constantly. Occasionally use such 
synonyms as “show,” “disclose,” and “demonstrate.” 

Avoid the word “marked”; use “great,” “intense,” “severe,” 
“decided,” or some more specific word. 

Do not use slang expressions such as “put on iodides.” Say “admin- 
ister” or “give” iodides or other medicaments. 

Delete “very” and “quite” in 99 per cent of instances. The latter 
word is often used incorrectly for “not quite” or “rather.” 
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SUGGESTIONS FOR PREPARATION OF. SOCIETY TRANSACTIONS 


Use present tense for clinical description; past tense for laboratory 
reports. 

Include only cases which are adequately described or discussed and 
which present some particular feature of interest or are rare. 

Omit as a rule, “this is an interesting case,” and omit what you 
intend to do in the future, e. g. perform a biopsy, make blood tests or 
show the patient again. 

When writing of “A Case for Diagnosis,” always add some sugges- 
tive title. 

Do not add to the discussion something which should have been 
mentioned in the presentation. 


SUGGESTIONS FOR PREPARING ILLUSTRATIONS, TABLES AND CHARTS 


Do not paste photographs or charts on pages of manuscripts. 

If large photomicrographs accompany your manuscript, consider 
whether the pictures must be shown in their entirety and give instruc- 
tions to the printer as to whether or not they may be reduced. _ IIlus- 
trations in the ARCHIVES as a rule should not be more than 4% inches 
wide or 5% inches high. 

All photographs and charts must be serially numbered (fig. 1, fig. 2, 
etc.) on the back. The top should be indicated by an arrow, and the 
word “top” and your name and address should appear on the back. 
Use soft pencil and write gently if the photograph is not mounted. Do 
not clip photographs or charts together, as this may injure them. All 
photographs and charts are to be placed in a separate envelope. Make 
a list of legends (fig. 1, fig. 2, etc.) to correspond with illustrations, 
and type them (double space) on separate numbered pages of your 
manuscript. 

Indicate by notations at the margins of the manuscript where you 
wish to have illustrations inserted. 

Use as few tables and charts as possible, incorporating all possible 
information in your text. The average reader does not like charts and 
tables, and their reproduction is expensive. Avoid ones that suggest 
Chinese puzzles. 

Good photographs of interesting cases may accompany reports in the 
society transactions. HF. 
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Abstracts from Current Literature 


Epitep BY Dr. HERBERT RATTNER 


Use of MAPHARSEN IN TREATMENT OF MALartA. DovucLas GotpMAN, Am. J. M. 
Sc. 196:502 (Oct.) 1938. 

Mapharsen was found to be less toxic and more effective than neoarsphenamine 
in the treatment of malaria. For therapeutic malaria a series of eight to eleven 
injections was usually given, although in most cases a single injection was sufficient 
to terminate the disease. 

Goldman observed that the timing of the injection to a great extent governs the 
occurrence or nonoccurrence of a chill following treatment. It was noted that if 
a chill was expected in less than twenty-four hours it usually occurred in spite 
of the injection, but if the chill was not due for more than twenty-four hours or 
if the injection was given at the height of a chill, no subsequent chill occurred. 


Lyncu, St. Paul. 


Acguirep SypHiLitic INTERSTITIAL Keratitis. H. Pariser, Am. J. Syph., Gonor. 
& Ven. Dis. 23:214 (March) 1939. 

The existence of interstitial keratitis as a manifestation of acquired syphilis 
has been postulated by various observers. One case in which it undoubtedly arose 
from acquired syphilis and a case in which the origin is debatable are reported. 
The mere age of the patient is not sufficient evidence of the congenital or acquired 
nature of the syphilis causing the interstitial keratitis. 


Acute Liver FOLLOWING TRYPARSAMIDE ADMINISTRATION. H. L. 
TRAENKLE and F. A. Dotce, Am. J. Syph. Gonor. & Ven. Dis. 23:228 
(March) 1939. 


Fatal necrosis of the liver following tryparsamide therapy has not been recog- 
nized before. Two cases are reported by the authors. They advise caution in the 
administration of tryparsamide to patients exhibiting early signs*of hepatic toxicity, 
such as jaundice, abdominal pain, nausea and vomiting. 


GumMMA or Brain. B. J. Acpers, Am. J. Syph., Gonor. & Ven. Dis. 28:233 
(March) 1939, 


Cerebral gumma is one of the rarest of tumors of the brain. Three cases of 
solitary gumma of the brain are recorded. The signs are essentially those of 
brain tumor. Serologic tests of the spinal fluid are usually positive, while those 
of the blood may be negative. The author advises that the lesion be treated 
surgically and antisyphilitic treatment given only after the gumma is removed. 


Excretion or BisMuTH: Autopsy oF BISMUTH IN 
Patients Arter CLINICAL BISMUTH TREATMENT. T. SoLLMANN, H. N. Cote, 
K. Henperson, G. W. H. Connors, H. and D. Seecor, 
Am. J. Syph., Gonor. & Ven. Dis. 22:555 (Sept.) 1938. 


_ Determinations were made of the concentration and quantity of bismuth in the 
Principal viscera of 22 patients who. had received clinical bismuth treatment, 
generally with injections of bismuth subsalicylate; there were also 3 infants, still- 
born or dead within eight days after birth, whose mothers had been treated by 
imjection of a bismuth preparation. 
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The concentration as milligrams per hundred grams of fresh organ in descend- 
ing order of magnitude were as follows: kidneys, 3.33 (range 0.12 to 17.5) ; liver 
0.68 (0.036 to 13.8); bile, 0.39 (0.018 to 2.2); spleen, 0.155 (0.006 to 2.1): ileum, 
0.118 (0.02 to 0.40); colon, 0.115; lung, 0.085; jejunum, 0.083; brain, 0.059, and 
blood, 0.05. The concentration for the infants fell within the range of that for 
adults, so that the bismuth must pass freely across the placenta. The Storage of 
bismuth appears to be controlled by identical factors for all the viscera; i. e., jf 
one viscus ranks high all the others tend to rank high. 

The concentration of bismuth is determined chiefly by the total dose of bismuth 
which has been administered. The influence cf time is much less than that of 
dose. The organs retain the stored bismuth with great tenacity and practically 
indefinitely. 

The total amount of bismuth stored in the viscera was found in the following 
organs, in descending order: liver, kidneys, brain, lungs and spleen. Calculated 
with reference to the total dose, the median retention per gram of bismuth adminis- 
tered amounted to 7.4 per cent. 

This calculaticn of organic bismuth together with the amount excreted appears 
to account satisfactorily for the total quantity administered. 


Sources oF INFECTION IN Sypuitis. G. V. Kutcuar and E. I. Nrynis, Am. J. 
Syph., Gonor. & Ven. Dis. 22:584 (Sept.) 1938. 


The sources of infection of 909 men with primary or secondary syphilis were 
as follows: 362 (39.8 per cent) were infected presumably by prostitutes; clandes- 
tine sexual contacts were the source of infection of 464 (51.1 per cent) ; the marital 
partner was the source of infection of 43 (4.7 per cent), and homosexual intercourse 
was apparently responsible for infection of 40 (4.4 per cent). 

Of 243 women, 44 (18.1 per cent) admitted being engaged in prostitution. 
Clandestine intercourse was responsible for infection of 54.3 per cent, and 67 
(27.6 per cent) of the women were presumably infected by their husbands. It 
would appear that clandestine sexual intercourse is a factor of at least equal and 
perhaps greater importance than commercial prostitution in the transmission of 
syphilis. 


YEARLY ADMISSIONS OF Four GENITOINFECTIOUS DISEASES AT CLEVELAND City 
Hosprrat. G. W. Brnkvey and E. A. Levin, Am. J. Syph., Gonor. & Ven. 
Dis. 22:588 (Sept.) 1938. 


Except for the years of the depression there was a decrease in the number of 
new syphilitic infections at City Hospital, Cleveland, from the huge figure of 419 
in 1926 to 89 in 1936. There was no decrease between 1936 and 1937. 

Significant also was the decrease in the number of diagnoses of congenital 
syphilis. In 1937 a new low of 20 cases was uncovered. This decrease in early 
syphilis has occurred in spite of an increase in the total population of Cleveland 
and was not due to the opening of any new quarantine station. 

The high point of admission for chancroid and lymphogranuloma venereum 
was in 1926. These diseases have not shown a decrease. The incidence of 
lymphogranuloma venereum has shown little variation since 1931, the year the Frei 
test was introduced. New cases of granuloma inguinale have not been frequent 
during the past four years. Reuter, Milwaukee. 


Mayor Forms or Hereprrary Ecropermat Dysptasta. H. R. Crouston, Canad. 
M. A, J. 40:1 (Jan.) 1939. 
Clouston states that hereditary ectodermal dysplasia of the hidrotic type is not 
as uncommon as believed. He has studied 40 cases in four generations and has 
observed a diminution in the intensity of the manifestations from generation to 
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generation. Clouston also studied 4 cases of the anhidrotic type, the first cases 
to be reported from Canada. In this disorder there is rarely a significant family 
history, as the inherited defect is a recessive character. The distinctive features 
include (1) diminution or absence of sweating, (2) dental aplasia, (3) hypoplastic 
rhinitis and (4) some abnormality of the hair. In infants the lack of sweat glands 
may prove serious when emergency control of temperature is required. Clouston 
believes that many such infants die, the cause of death being rhinitis, otitis media, 
pneumonia or hyperpyrexia with or without convulsions. Breast tissue was shown 
by biopsy to be absent in 2 of his cases. Clouston questions whether ozena is a 
hereditary ectodermal defect; the disease was noted to respond to the use of estro- 
genic substances. The endocrine glands of ectodermal origin were involved in 


the general ectodermal dysplasia. Lewis, New York. 


ENDOCRINOLOGIC AND METABOLIC OBSERVATIONS IN EXFOLIATIVE DERMATITIS. 
Wru1aM J. Hanes and Ropert S. Crew, Endocrinology 24:404 (March) 
1939, 

Three men and 2 women with chronic exfoliative dermatitis were studied from 
the endocrinologic and the metabolic standpoint. Four of the 5 showed signs and 
symptoms usually found in hyperthyroidism, and the basal metabolic rate was 
elevated. Both women had abnormal menses, and the men presented evidence of 
disturbed sexual function.: 

Metabolic studies demonstrated decreased serum cholesterol, reversal of the 
albumin-globulin ratio, decreased dextrose tolerance and an abnormal Takata-Ara 
reaction. These changes were regarded as indicative of hepatic disease. 

Therapy with anterior pituitary extract and gonadotropic substance from the 
urine of pregnant women showed no conclusive results. 


CoMPARISON OF Virus-INpUCED Rassir Tumors witH Tumors oF UNKNOWN 
Cause Exictrep sy TARRING. Peyton Rous and Joun G. Kipp, J. Exper. 
Med. 69:399 (March) 1939. 

Rous and Kidd use the term “frill horn” to describe a previously unreported 
type of epithelial growth developing in rabbits after tarring. They also make a 
detailed comparison of tar papillomas and papillomas induced with the Shope virus, 
concluding that the neoplastic phenomena are identical in all essential respects. 

Lyncu, St. Paul. 


SENSITIZATION OF GUINEA Pics TO AMIDOPYRINE. ALFRED GOLDEN and HyMAN 
W. Grierson, J. Immunol. 36:277 (April) 1939. 


A state of hypersensitivity to aminopyrine was produced in 10 guinea pigs into 
which injections of 0.1 mg. were made daily for twenty-five days. Hypersensitivity 
was demonstrated by erythema and necrosis at the site of injection. Injections of 
aminopyrine into such hypersensitive guinea pigs produced no demonstrable patho- 
logic changes in the peripheral blood. 


PREPARATION AND PROPERTIES OF AQUEOUS SUSPENSIONS OF O1L-CoATED TUBERCLE 
Bacitur. Epwarp Henre, J. Immunol. 36:285 (April) 1939. 


Because it has been found that the properties of extracted lipoids and defatted 
residues of tubercle bacilli bear some relation to the surface properties and acid- 
fastness of the organisms, the authors decided to study this problem by a different 
method, viz., by coating mycobacteria with liquid petrolatum. The author found 
that aqueous suspensions of mycobacteria in minute droplets of liquid petrolatum 
show a change in acid-fastness that does not occur if the oil is removed with ether 
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before staining. Oil coating appears to retard the penetration of carbolfuchsin as 
well as its egress during decolcrization. Acid-fastness is independent of the surface 
of the cell, Organisms enclosed within droplets of liquid petrolatum are rapidly 
agglutinated by electrolytes by the same mechanism as are untreated mycobacteria 
of the same strain. Complement fixation reactions show that droplets of liquid 
petrolatum containing tubercle bacilli combine with specific antiserum to the same 
extent as plain organisms. The author believes that these observations indicate that 
materials determining the surface properties of mycobacteria, as well as antigenic 
substances of tubercle bacilli, are present at the surface of the droplets of oil con- 
taining the organisms. He suggests the hypothesis that substances derived from 
the surface of mycobacteria migrate through the layer of oil and reach the surface 
of the droplets. 


Errect oF VOLUME OF ANTIGEN SOLUTION ON Its RATE OF ABSORPTION. THEODORE 
B. Bernstern, Stmon S. Rustin and Samuet M. FernsercG, J. Immuncl, 36: 

309 (April) 1939. 

The authors have had the impression that concentrated solutions of small 
volume are more apt to cause constitutional reactions than the same material 
diluted to a larger volume. They tested this impression in an objective manner by 
measuring the rate of absorption. The subjects of the experiment were persons 
not allergic to ragweed pollen, as determined by the clinical history and intradermal 
tests with 1:1,000 ragweed extract. They were passively sensitized. In the 
majority of subjects the first demonstrable amount and the maximal amount of 
antigen in the circulation occurred earlier and the height of the titer in the circu- 
lation was greater with the small volume. The authors believe that this would 
indicate that constitutional reactions are apt to occur more frequently and earlier 
when small concentrated volumes are injected. 


ENpDoTroxIN FROM ASPERGILLUS Fumicatus. ArtHur T. Hewnrict, J. Immunol. 
36:319 (April) 1939. 

From the finely minced mycelium of a pathogenic mold, Aspergillus fumigatus, 
the author obtained an endotoxin, On subcutaneous inoculation it produced massive 
gelatinous edema followed by necrosis and ulceration, while hemorrhages, fatty 
change of the liver and necrosis of renal tubules occurred when it was given 
intravenously or intra-abdominally. It was not toxic when given by mouth. It 
was hemolytic. In guinea pigs it caused paralysis and other nervous symptoms. 
The endotoxin was thermolabile, being destroyed in fifteen minutes at about 60 C. 
It was not precipitated by trichloroacetic acid or by alcohol. It was not detoxified, 
but was rather intensified in toxicity by castor oil soap. The symptoms and lesions 
produced and the chemical properties of the toxin were similar to those of the 
toxin of the poisonous mushroom Amanita phalloides. The Aspergillus toxin 
differed in being thermolabile. It was also antigenic. Rabbits were actively immu- 
nized, and this immunity was passively transferred to guinea pigs and mice. The 
immune serum neutralized the hemolytic action of the toxin in vitro. It was not 
possible to develop a true anaphylaxis against the cell sap of Aspergillus fumigatus, 
but apparently both rabbits and guinea pigs could be made supersensitive to the 
toxin. The cell sap did not give rise to the Schwartzman phenomenon. 


CorNBLEET, Chicago. 


TREATMENT OF DERMATOPHYTOSIS WITH ‘TRICHOPHYTIN, CONVALESCENT OR 
IMMUNE SERUM, AND Vaccines. Evucene F. Traup and Jesse A. 
New York State J. Med. 39:305 (Feb. 15) 1939. 


Traub and Tolmach present a critical résumé ef the treatment of dermato- 
phytosis with fungus extracts and vaccines. In their experience, desensitization 
with trichophytin has little or no effect on the course of the disease. They also 
find that treatment with various types of vaccines has not as yet proved satis- 
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factory. Some encouraging results were obtained by the authors with immune 
serum therapy in a small series of cases. Further investigation is necessary, they 
believe, for this form of treatment. The course of the disease is not infrequently 
affected by the general health of the patient. For the present, the authors suggest 
that the biologic methods of treatment still belong in the laboratory and should not 
yet be advocated for general use. 


MALIGNANT MANIFESTATIONS OF BowEN’s Disease. ARTHUR PuRDy Stout, New 
York State J. Med. 39:801 (April 15) 1939. 


Two cases of malignant Bowen’s disease are reported, one of atypical squamous 
cell epithelioma in the skin of the face and the other of Bowen epithelioma in 
the floor of the mouth with metastases in the cervical and supraclavicular lymph 
nodes. The second case illustrated the possibility of metastasis from a Bowen 
lesion without gross or microscopic evidence of penetration of the basement mem- 
brane being discovered. The author stresses the importance of complete surgical 
excision of Bowen lesions rather than treatment with radiation or chemicals. 


PatcH Test: EvALuaATIONn oF Its Posstst—e DANGERS. Paut E. Becuet, New 


York State J. Med. 39:829 (April 15) 1939. 


The paper discusses the progress of knowledge of allergy and the contributing 
role of the patch test. Bechet correlates some of the evidence for and against the 
theory of increasing the induced hypersensitivity by patch testing. He admits that 
polyvalent or synergistic sensitivity greatly clouds the issue, as does the extreme 
sparsity of the literature on the subject. While he is a believer in the value of 
patch tests, he warns that the use of solutions in too strong concentration may give 
rise to sloughs and widespread local irritation and may even be responsible for ° 
generalization of a heretofore localized process. He emphasizes the care that 
should be exercised in the application and control of the patch test and expresses 
doubt that when the circumstances are controlled true sensitization to the test 


substance ever occurs. Traus, New York 


WANDERING SUBCUTANEOUS SWELLINGS ON Limps. F. PARKES WEBER, Brit. J. 


Dermat. 51:132 (March) 1939. 


A woman of 48 presented large subcutaneous swelling on the limbs, more 
striking on the upper than the lower. The swellings, at first painful and angry 
looking, appeared near the bend of the elbow and split up into two or more nodules, 
which slowly migrated down the forearms toward the wrists and gradually dis- 
appeared. They were mainly in the subcutaneous tissue but in places seemed 
adherent to the cutis and the fascia and even to the muscle in one place. The 
author was unable to identify anything similar to this in the medical literature. 
H. L. Tidy, in his “A Synopsis of Medicine,” mentioned phlebitis migrans, which 
is said to have no connection with thrombophlebitis migrans and which is firm and 
moderately tender and tends to wander along the vessels. In Parkes Weber’s case, 
however, one of the swellings commenced as if it were myositis, in the belly 


of the biceps, Rattner, Chicago. 


EPITHELIOMA OF Lip: GLANDULAR INVOLVEMENT AND “Wait AND SEE” METHOD. 

E. S. Meyers, M. J. Australia 1:399 (March 13) 1937. 

Brief notes on 7 cases of primary epithelioma of the lower lip with an absence 
of palpable glands of the neck are given. 

For the primary lesion surgical excision or interstitial radium therapy was used. 
In no case was any treatment given to the cervical glands, but the “wait and see” 
policy was adopted. There was no recurrence of the primary lesion, but glandular 


ane 5 
be 


450 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


involvement occurred in a relatively short period. Comment on the “wait and see” 
policy and on the “safety first” operation follows. 

The treatment advocated for primary removal of the lesion is wide incision 
rather than the “y”-shaped incision. Subsequent treatment of the glandular area 
should be by either surgical measures or irradiation. The “wait and see” method 
in relation to glandular involvement is condemned. The author expresses agree. 
ment in principle with Cade’s statement: “There is a period of latency which may 
last from eight to twelve months, during which ordinary clinical methods of 
examination cannot reveal the presence of malignant cervical deposits,” 


INFLUENCE OF MALARIAL THERAPY ON SEROLOGICAL REACTIONS oF Cases oF 
Neuro-SYPHILIS, WITH SPECIAL REFERENCE TO VERNES Test. C. R, JP, 
BrotHers, C. FarraAN-RipGe and S. GuNpersen, M. J. Australia 1:593 
(May 2) 1936. 

This is a preliminary account of a joint inquiry into the effects of malarial 
therapy on the serologic reactions (Wassermann and Vernes) of patients suffering 
from neurosyphilis, by representatives of a hospital for mental diseases and the 
bacteriologic department of the University of Melbourne. The Vernes test is a 
visual method of measuring the degree of flocculation produced in syphilitic serum 
by an antigen consisting of an alcoholic extract of horse’s heart previously dehy- 
drated and treated with ethylene perchloride. It supposedly eliminates all guess- 
work in the reading and grading of results. The outstanding point of the Vernes 
test is that the degree of flocculation is expressed as a number, and if periodic 
tests are made it is possible to plot the results so as to form a graph similar to a 
temperature chart. 

In selected cases the results are illustrated graphically. The results of the 
Vernes and the Wassermann test do not always run parallel, the Vernes test 
usually failing to give a reaction long before the Wassermann test does, both in 
serum and in cerebrospinal fluid. This fact may be explained by a difference in 
sensitivity of the two tests or by the existence of different antibodies to which 
each test produces a specific reaction. The total protein curve of the cerebrospinal 
fluid is usually the last of all manifestations to return to normal. 

Neurosyphilis should be diagnosed and treated before it gives rise to symptoms. 
In all cases of primary and secondary syphilis the cerebrospinal fluid should be 
studied before the patient is discharged. As a guide to the malarial treatment, 
the cell count is the most valuable of all the tests performed on the cerebrospinal 
fluid. The fall in the cell count is abrupt and striking. Sudden rises in the cell 
count are usually associated with seizures. 

A man with a chancre of the lip and positive results for the Wassermann test 
and for dark field examination was successfully treated with malaria. 

Baer, Pittsburgh. 


Lupus VULGARIS AND SIGNIFICANCE OF CERTAIN NoNn-Speciric Eruptions IN 
RELATIONSHIP TO TuBERCULOsIS. J. E. McGiasHan, M. J. Australia 1:607 
(April 2) 1938. 

An excellent discussion and review of the literature are given. Various etio- 
logic theories and classifications are considered. “For the present it must be said 
that cutaneous tuberculosis can only be classed as (a) proved, (b) approved, (¢) 
disputed.” 

The clinical and pathologic picture must not be viewed as static, as cutaneous 
tuberculosis may change into another type according to duration, the terrain and 
the resistance of the subject. 

When permitted, excision is the best treatment for lupus vulgaris; otherwise 
the author favors the digestive method, applying trypsin to the lesion and covering 
it over with “elastoplast.” Baer, Pittsburgh. 
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TweLve MontHs oF Sycosis CHarves E. Jersart, M. J. Australia 1: 
896 (May 21) 1938. 


A man 47 years of age had sycosis barbae on his upper lip with an extension 
to the right side of the nose. 

Various treatments, including roentgen irradiation, over twelve months did not 
give encouraging results. The following prescription controlled the mild recur- 
rences and produced ultimate cure: 


Cupri sulfas 

Zinci sulfas ..... 
Phenol liquefactum 
Aqua distillata, q. s.. 


This forms a coagulum with the serum and may cause some pain. It should be 
applied in cases of severe involvement approximately every half-hour, even when 
it involves getting up at night two or three times to apply it. 

Shaving at least every second day is necessary, but on the broken areas close 
clipping with scissors will suffice. Care should be exercised in application of the 
preparation close to the vermilion border of the lips. 

For raised and reddened patches threatening a recurrence on the bearded areas, 
application of chlorhydroxyquinoline ointment every two hours is suggested. 


Baer, Pittsburgh. 


Ham Coton AND Hair Pigments. R. Ricuter and Z. Stary, Arch. f. Dermat. 
u. Syph. 178:373, 1939. 


The authors state that the keratin of the hair is not simply a carrier of 
melanin granules but a colorless (Leukokeratin) or colored substance (Melano- 
keratid). White hair is composed of leukokeratin, and the whiteness is not due 
to inclusion of air in a colored hair substance. By dissolving the melanokeratid 
in sodium hydroxide and observing its absorption of light of from 750 to 400 
millimicrons, a characteristic curve is obtained for various shades of hair. Hairs 
of the same shade (black) from different races show different curves. 


Course oF Mycosis Funcomwes. P. P. Berccreen, Arch. f. Dermat. u. Syph. 
178:501, 1939. 


The author studied 48 cases of mycosis fungoides at the University of Berlin 
dermatologic clinic at the Charité Hospital from 1920 to 1937. In 34 cases the 
onset and course were typical; in 2 the course was fulminating; in 7 the disease 
was of the erythroderma type and in 2 of the d’emblee type; in 1 instance the 
picture resembled pityriasis lichenoides; in 1 it was nodular with subsequent 
atrophy, and in 1 it resembled pityriasis rubra pilaris. The age of onset varied 
from 22 to 75 and the duration from seven months to thirty-four years. The 
prefungoid eruptions resembled many different dermatoses. The cause of death 
was predominantly cachexia, with intercurrent infection second in importance. The 
mucous membranes were involved in 3 cases, the liver in 2, the lymph nodes in 
8, the pleura in 2 and the lungs in 2. Examination of the blood showed eosinophilia, 
eosinophils in many cases composing over 20 per cent of the leukocytes and occa- 
sionally as much as 80 per cent, but no findings suggestive of leukemia. 


Stuptes on EvaLvation oF Provocative Errect oF (A VACCINE OF 
H. T. Scureus, Arch. f. Dermat. u. Syph. 178: 
550, 1939, 


The author injected 1 cc. of a 1:4 dilution of palligen (a proprietary vaccine 
of Spirochaeta pallida) intravenously and during the following eight days made 
two injections of 1 cc. of a 1:2 dilution of the preparation. Ten days after 
the first injection the complement fixation and flocculation reactions were deter- 
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mined, and subsequent determinations were made every four to eight days in the 
first month and at longer intervals for several months. For untreated patients 
persistent strengthening of the positive reactions suggests uncontrolled injection, 


Conrrisutions To Oster’s Disease. H. Hortenrotn, Arch, f. Dermat. u. Syph 
178:583, 1939. 


Two cases diagnosed as instances of Osler’s hereditary hemorrhagic telangiec- 
tasia are reported. A woman aged 47 had had arthritis for sixteen years before 
the appearance of telangiectases with epistaxis during menstruation. The family 
history showed no similar disease. The blood platelet count was 65,000 per cubic 
millimeter. The liver was enlarged, and the Takata-Ara reaction was positive, 
suggesting hepatic disease. A man aged 42 had had nosebleeds for two years, 
followed by ascites and jaundice. Six months later naevus araneus-like lesions were 
noted. The hemoglobin concentration was 62.5 per cent and the platelet count 
77,600. Bleeding and clotting were increased. Vascular fragility was demon- 
strated by the constriction test. One sister had frequent and severe nosebleeds 
and presented a naevus araneus-like lesion on the upper part of the right arm, 


AcTION OF CAFFEINE AND COFFEE ON CUTANEOUS TEMPERATURE AND INSENSIBLE 
PersprraTion. R. Scumup, Arch. f. Dermat. u. Syph. 178:594, 1939. 
With a special apparatus the author measured surface temperature electrically 
and insensible perspiration quantitatively in 180 tests on patients with and without 
dermatoses. Drinking coffee or coffee from which most of the caffeine had been 
removed made no appreciable difference in the results. Becker, Chicago, 


CONTRIBUTION TO KNOWLEDGE OF ARSPHENAMINE By-Errects: INFLUENCE oF 
ARSPHENAMINE TREATMENT ON REACTIONS OF URINE AND Boop. T. Marsut, 
S. Hayat, K. Axryama, K. Osuct and K. Nakao, Lues: Bull. Soc. japon. 
de syph. 17:20 (Oct.) 1938. 


Syphilitic patients frequently show albuminuria and urobilinogenuria, which 
rapidly disappear after antisyphilitic treatment. In 67 patients with syphilis in 
the first or second stage the authors found a moderate increase in the rapidity of 
erythrocyte sedimentation, but with latent syphilis the rate was frequently normal. 
The hemoglobin concentration and the erythrocyte count were normal in the first 
and in the latent stage, while sometimes anemia was present in the second stage. 
Slight or moderate leukocytosis was present in the first and the second stage ; latent 
syphilis in some cases was accompanied with leukocytosis and in some with leuko- 
penia. Generally neutrophilia and lymphopenia were observed. These changes 
in the blood disappeared gradually after antisyphilitic therapy. From 1931 to 1937, 
64 cases of arsphenamine agranulocytosis and 6 cases of severe purpura due to 
arsphenamine were reported in Japan. Dermatitis was found in 10 per cent and 
icterus in 3 per cent of the cases of agranulocytosis. It seems to the authors that 
agranulocytosis is favored by the combination of arsphenamine and bismuth medi- 
cation and by the allowance of sufficient intervals between injections of 


arsphenamine. Broom, New York. 
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Society Transactions 


CLEVELAND DERMATOLOGICAL SOCIETY 
Joun A. Gammet, M.D., President 
Jan. 19, 1939 
C. G. LaRocco, M.D., Secretary 
J. R. Driver, M.D., Reporter 


Sporotrichosis (Lymphangitic Type with Primary Lesion on the Finger). 
Presented by Dr. E. W. NetHerton and Dr. Georce Hasket Curtis (by 
invitation). 

C. E., a nursery man aged 48, states that on Dec. 5, 1938, he ran a rose thorn 
into the tip of the left ring finger. The distal portion of the finger became swollen 
and red. A seropurulent exudate was obtained when the swelling was incised. 
Three weeks later small cutaneosubcutaneous painless nodules appeared on the 
inner surface of the left forearm, and during the past week several new nodules 
have appeared on the dorsal surface of the left hand and on the left forearm. 

There is a crusted incision on the tip of the left ring finger. The distal portion 
of this finger is slightly swollen, and the skin on the dorsal surface is slightly 
erythematous. There are several cutaneosubcutaneous painless soft or doughy 
nodules varying in size from that of a split pea to that of a hazelnut on the back of 
the left hand and scattered over the forearm. Many of the nodules are in linear 
arrangement. The smaller nodules can be detected only by palpation, while the 
larger ones are easily seen. The skin over them is erythematous. The larger 
nodules are in reality small abscesses. The regional lymph nodes are not enlarged. 

Serologic tests for syphilis were negative. 

Cultures and smears of Sporothrix were presented. 


DISCUSSION 


Dr. Huco Hecnut (by invitation): Twenty years ago I reported the first case 
in Czechoslovakia. 


Dr. Jonn A. GAMMEL: I think this is about the third case to be presented 
before this society within the past year. I believe the organism is the Beurmann 
type. I should like to ask the presenters the age of the oldest culture. 


Dr. E. W. Netuerton: Six days. 

Dr. Joun A. GAMMEL: Of course nothing can be said so early about pigment 
formation, but in a case presented a few months ago pigment was not present in 
the culture until the tenth day. 


Dr. E. W. Netuerton: The culture Dr. Gammel refers to is now almost 
brownish black. 


Dr. Joun A. GAMMEL: It probably will turn a deep black. 


Dr. Louis Lioyp Praver, Columbus, Ohio: I should like to report on an 
unusual method cf contracting the disease. I have a patient who, while working 
on a farm, fell off a hay wagon. He fell on a pile of hay and received a puncture 
wound from a pitch fork. Nodules developed along the inner surface of the leg 
and thigh. He has had them for four years. The condition is responding well 
to potassium iodide therapy. No cultures were obtained, because there were no 
softened nodules, 
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A Case for Diagnosis (Prurigo Nodularis?) (Amyloidosis Cutis?). Pre. 
sented by Dr. C. G. LaRocco. 


G. B., a white man aged 37, complains of an itching eruption of his legs of 
about one year’s duration. 

His past history is irrelevant; physical examination showed nothing abnormal 
and his general health has been good. : 

The eruption consists cf hard rounded papules varying in size from that of a 
rice grain to that of a pea, discrete in some areas and confluent in others and 
showing marked brownish pigmentation throughout the involved site (fig. 1), 

He has had four superficial roentgen treatments of 75 roentgens, with no 
appreciable effect on the lesions, although the itching has lessened to some degree 

Histologic examination of the involved skin showed localized area of marked 
thickening of the epidermis, with a thick layer of keratohyaline material on the 


Fig. 1—Amyloidosis cutis (photograph taken by Dr. Clyde L. Cummer). 


surface. There were enlargement and elongation of the dermal papillae and a 
mild perivascular inflammatory reaction in the dermis. 


DISCUSSION 
Dr. E. W. Netuerton: I should like to suggest the possible diagnosis of 
amyloid change in the skin rather than prurigo nodularis. The lesions of prurigo 
nodularis are usually larger and more verruccus. 
Dr. G. W. Bryxtey: I also should consider this the picture of amyloid change 
until that diagnosis is ruled out with the congo red stain. 
Dr. C. G. LaRocco: I shall use conge red stains and report the results later. 


Nore.—The clinical diagnosis of amyloidosis cutis was subsequently corrobo- 
rated by subcutaneous injection of congo red. 
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Necrobiosis Lipoidica Diabeticorum. Presented by Dr. E. W. NetHerton 
and Dr. GrorGe HAsKet Curtis (by invitation). 

G. C., a housewife, was told she had diabetes mellitus in 1929. Medical obser- 
vation at the Cleveland Clinic since 1931 has shown an uneventful course except 
for a therapeutic abortion made necessary by toxemia of pregnancy in 1933. The 
patient takes insulin daily and follows a diabetic diet closely. Since 1931 there 
has been no lipemia or increase in the cholesterol in the blood. 

Six years ago she first noticed a plaque on the posterior aspect of the right 
thigh, and up to the present time it has about tripled in size. During the past 
two years other lesions have appeared about the knees and on the legs. New ones 
have appeared during the past three months. There are no subjective symptoms. 

Seventeen of these cutaneous lesions varying from 5 mm. to 1.3 cm. in diameter 
are disseminated over the anterior and posterior aspects of the legs, and three 
lesions are present on the right thigh. The early lesions vary from macules to 
slightly elevated indurated papules, with a flat shiny and waxy surface and an 
occasional thin scale. All have a yellow central zone, surrounding which is a 
light red zone; the border is light red with the faintest bluish tint. The borders 
of the early lesions are indistinct, while those of the older lesions are sharp. Dilated 
blood vessels course through the lesions. The oldest lesion is on the posterior 
aspect of the thigh. It is the size of a half dollar, is a dull brownish red and has 
sharp borders. The center is depressed and atrophic, with yellow spots which 
appear brownish on diascopic pressure. 

The hemogram and urinalysis showed no abnormality. Serologic tests for 
syphilis were negative. The blood sugar has been maintained within normal 
limits since 1931. The cholesterol content of the blood has not been above 174 mg. 
per hundred cubic centimeters since 1931. The basal metabolic rate was — 12 per 
cent in 1933. 

There has been no treatment except for control of the diabetes. 

On histologic examination of lesions from the thigh and side of the right knee 
the epidermis, papillae and upper part of the corium appeared normal, except for 
dilated superficial blood vessels. The entire deeper part of the corium extending 
beyond the coil glands showed a diffuse patchy proliferation of fibroblasts, mild 
round cell infiltration and edema. The patches of fibroblasts were mostly around 
the blood vessels, a few of which were obliterated. There was an occasional 
multinucleated giant cell in a patch of proliferating fixed cells. Throughout the 
corium there were various-sized areas of necrosis of the collagen tissue. Fibro- 
blasts appeared to be invading them. Within these areas the collagen fibers were 
swollen, poorly staining and more centrally homogenized with granulation and 
cellular debris. A few sparsely scattered round cells and a rare eosinophil were 
present in the areas. 

DISCUSSION 

Dr. H. N. Core: At first glance it is rather difficult to make out the true 
significance of these lesions. In some areas I did not see the yellowish discolora- 
tion. Only on the large lesion on the thigh is there a suggestion of bluish dis- 
coloration. The lesions on the lower extremities show a certain amount of 
atrophic change. Putting all this together, I think the diagnosis is correct. 
Perhaps if the patient continues with her present diet the condition will become 
even more characteristic. 


Dr. E. W. Neruerton: The bluish or viclaceous border which is supposed 
to be present in these lesions is conspicuous by its absence, except in a few 
Instances. The large lesion on the back of the thigh showed atrophy, and since 
there was no color and only a few lesions, our first impression was of sarcoi.". 
The lesions now are definitely yellow. There is telangiectasia, and the specimen of 
tissue definitely ruled out sarcoid. 
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Erythroplasia of Queyrat. Presented by Dr. C. G. LaRocco. 


L. F., a man aged 53, has a roughly circinate area 3 cm. in diameter on the 
glans penis and extending onto the sulcus and reflected foreskin, which has been 
present for two and one-half years (fig 2). 

The lesion is erythematosquamous, slightly raised and moderately infiltrated, 
On the sulcus the lesion is fissured. There are moderate burning and itching, The 
inguinal nodes are not abnormal. 

Serologic tests for syphilis were negative. Before consulting me the patient 
had received a large amount of antisyphilitic therapy without benefit. 

Histologic examination showed that the epithelium was thickened. There were 
hyperkeratosis, parakeratosis and acanthosis, There was no breaking of the base- 
ment membrane. The subepithelial tissue was densely and diffusely infiltrated 
with lymphocytes, abundant plasma cells and occasional polymorphonuclear leuko. 
cytes. Part of the subepithelial tissue was edematous. The condition was diag- 
nosed as chronic inflammation of the glans penis with no evidence of malignant 


change. 


Fig. 2.—Erythroplasia of Queyrat. 


DISCUSSION 


Dr. I. L. ScuonserG: The lesion, although sharply demarcated, did not have 
the violaceous shiny appearance that I expect to see in erythroplasia. On the left 
border there seemed to be some piling up of the tissue. I should suggest that 
another biopsy specimen be taken to rule out possible malignant change. 

Dr. H. G. Miskj1an: Biopsy showed a definite basal cell type of proliferation. 
In J. Jadassohn’s “Handbuch der Haut und Geschlechtskrankheiten” (Berlin, 
Julius Springer, 1927) is a description of this type of change in erythroplasia. | 
think the diagnosis as presented is correct. 

Dr. H. N. Core: In the epidermis I saw dyskeratotic changes which I thought 
suggestive of erythroplasia. Clinically the lesion is not lichen planus. There is 
no evidence of psoriasis. I agree with the diagnosis, Amputation is indicated 

Dr. C. G. LaRocco: I have already made two biopsies, and have seen 1 
evidence of malignant change. It is a rather serious business to suggest amputa- 
tion to the patient. I have felt that such a procedure is necessary and am glad 
to have the support of others in this opinion. 
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Dr. J. Enocar Fisuer: Would it not be possible to excise the lesion instead 
of removing the whole organ? 
Dr. C. G. LaRocco; I should say either treat it radically or let it alone. 


Lichen Planus of the Mouth and Nails. Presented by Dr. C. L. CummMer. 


Mrs. K. C., a Greek woman aged 60, was previously presented before the 
Cleveland Dermatological Society on April 5, 1928, by Dr. E. W. Netherton 
(Arcu. Dermat. & SypH. 18:946 [Dec.] 1928) and before the American Dermato- 
logical Association in Cleveland on June 19, 1930, by Drs. H. N. Cole and J. R. 
Driver (ArcH. Dermat. & Sypu. 23:160 [Jan.] 1931). She is presented today 
because of an ulcerative condition on the tongue and buccal mucosa, which is else- 
where studded with typical papules of lichen planus. The large denuded areas 
apparently were present in 1930. It would seem that this condition is noteworthy, 
since a case of similar involvement aroused much discussion at the recent meeting 
of the American Academy of Dermatology and Syphilology in St. Louis. 

Many finger nails and toe nails show great thinning and deformity, with loss 
of peripheral portions. The left index finger nail appeared to be bent along its 


Fig. 3.—Lichen planus of the nails. 


longitudinal axis like a pitched roof, owing to hypertrophy of tissue in the nail 
bed. All affected nails are longitudinally furrowed and split. There are lesions 
of hypertrophic lichen planus on the trunk (fig. 3). 

Intramuscular injections of bismuth subsalicylate have seemed to bring about 
some improvement symptomatically, but there has been none objectively. 


DISCUSSION 

Dr. C. L. CumMMer: I presented this case at this time because the involvement 

is similar to that in the case which aroused so much discussion at the St. Louis 
meeting of the American Academy of Dermatology and Syphilology in November. 


Poikiloderma Atrophicans Vasculare. Presented by Dr. C. L. CumMer and 
Dr. C. G. LaRocco. 

A. M., a woman aged 44 was previously presented at the Cleveland meeting of 
the American Dermatological Association (Arc. Dermat. & Sypx. 28:174 
(Jan. ] 1931), and Drs. Fred Wise and Sigmund Pollitzer expressed agreement 
with the diagnosis of poikiloderma atrophicans vasculare. Dr. J. E. Lane differed. 
No discusser suggested radiodermatitis. 
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DISCUSSION 


Dr. Joun A. GAMMEL: What changes have the presenters noticed since the 
case was last presented? 

Dr. C. G. LaRocco: There has been little change. The conditicn has remained 
in the areas that were first involved. The only changes are that the color js 
becoming a darker brown. The telangiectases are probably less noticeable. 

Dr. Jounn A. GAMMEL: What does Dr. Hecht think this condition is? 

Dr. Huco Hecut (by invitation): I think it is poikiloderma atrophicans 
vasculare. 

Dr. J. EpGar FisHer: Those who observed Dr. Lane’s original case thought 
it was an instance of an unusual type. I believe the case presented today would 
fall in the group described by Civatte. 

Dr. H. N. Core: Some of the members were talking about that when we were 
looking at this case, and I said I thought the condition was poikiloderma of Civatte. 
The sharp localization on the face, neck and chest, with the pigmentation, atrophy 
and telangiectasia, would go well with poikiloderma of Civatte, which is being 
distinguished more now from the poikiloderma of Jacobi. 


Rhinophyma (In a Boy of Seventeen). Presented by Dr. BENJAMIN Levine 
and Dr. I. L. ScHONBERG. 


S. H., a well developed, well nourished school boy aged 17, presents a pustular 
acne limited to the nose and associated with dilatation of the superficial blood 
vessels. He shows many indurated lesions and a bulbous formation of the tip 
of the nose. 

Application of white lotion and seven roentgen treatments, together with the 
injection of dilute hydrochloric acid, have produced no improvement. 

Histologic examination of the stratified squamous keratinized epithelium showed 
a slight infiltration by pus cells. The structure of the corium was rather loose, 
and in it were a considerable number of degenerated hair follicles. There was 
a diffuse infiltration of round cells, pus cells and foci of foreign body giant cells, 
in which were refractile foreign bodies resembling pieces of the hair shaft. 

Stains for tubercle bacilli showed none. Gram’s stain showed a few cells to 
be filled with small round gram-negative bodies which bore some resemblance 
to staphylococci. There were also a few gram-negative bacilli. 


DISCUSSION 


Dr. Jonn A. GAMMEL: Such extensive changes resulting from rosacea in a 
boy 17 years old are most unusual. I have seen superficial scarification produce 
good results in some cases. 

Dr. H. N. Core: I suggest the use of the rather drastic routine recommended 
by Samuel Ayres Jr. and N. P. Anderson (J. A. M. A. 100:645 [March 4] 1933). 
It consists of the local application of an ointment containing sublimed sulfur and 
peruvian balsam in rather high percentages. Scarification also should be considered 
before the disease advances further. 

Dr. H. G. Miskytan: On the basis of the age of the patient and because 
there are no lesions on the cheeks, I am inclined to disagree with the diagnosis. 
There may be some local cause for the condition. As Dr. Cole suggested, intensive 
treatment might put an end to it. 


A Case for Diagnosis (Parapsoriasis?). Presented by Dr. C. L. CUMMER 


R. V. W., a housewife aged 55, complains of an eruption which has been present 
for approximately four years. 

On the arms, the dorsal surfaces of the hands and the legs there are large areas 
of bright red erythema with branny scaling. Wrinkling and some atrophy are 
present, and there are fine pinpoint-sized telangiectases. On the legs the arrange- 
ment seems to be roughly in lengitudinal bands with intervening areas of normal 


i 
a 
: 
é 
3 
7 
| 


SOCIETY TRANSACTIONS 459 


skin. The face shows erythematosquamous macules, The fingers seem fairly free. 
The trunk shows little eruption except on the breasts, where there are irregularly 
circinate patches of atrophic skin showing telangiectasia. 

Scattered in the affected areas, most numerous on the legs but occurring also 
on the arms and even on otherwise unaffected skin of the trunk, are scattered and 
slightly elevated red patches varying in size from that of a pea to that of an almond 
and surmounted by rather easily detached silvery white scales. Encircling the 
neck and extending down onto the anteroir part of the chest over the manubrium 
sterni is a fairly well demarcated reddened area made up of a network of fine 
telangiectases. 

The patient insists that reddened patches appear to be followed by scaling. 
Itching is not a prominent feature. 

Serologic tests for syphilis were negative. The leukocyte count was 4,000, with 
a differential count well within normal limits. 

There has been some improvement in the scaling with the use of 3 per cent 
salicylic acid in zinc oxide ointment. 

Histologic examination showed the skin to have a relatively thin epithelium, 
showing no evidence of hyperkeratosis or parakeratosis. The rete pegs were 
moderately short and wide, with corresponding narrowing of the papillary 
processes. In some areas there was degeneration cf the basal portion of the 
epithelium, with leukocytic infiltration. The superficial part of the corium showed 
scattered areas of edema and lymphocytic infiltration, these areas being definitely 
perivascular. The remainder of the corium was densely fibrous and contained a 
few sweat glands and hair follicles wih their sebaceous glands. 


DISCUSSION 


Dr. H. N. Cote: The section did not furnish much assistance, and it seems to 
me that it would be a good plan to take another biopsy specimen, being careful 
to get one of the lichenoid lesions. I think this patient shows a certain amount of 
atrophy in some of these areas, and there is telangiectasia. There is a question 
whether the condition is a lichenoid type of parapsoriasis or possibly poikiloderma. 
I rather lean toward lichenoid parapsoriasis. 

Dr. H. G. MiskjtAn: I had the impression that lesions of parapsoriasis would 
be more sharply limited. Is that right? 

Dr. H. N. Cote: The lesions on the legs correspond well to that diagnosis. 
The lesions on the arms are rather diffuse for parapsoriasis. 


Dr. E. W. Netuerton: I feel the same as Dr. Cole does. I think the con- 
dition is more apt to be parapsoriasis than anything else. I could not see much 
more than a suggestion of atrophy. The process is extremely superficial, and as 
far as the section is concerned, I could see only a slight amount of inflammatory 
reaction. 


Dr. C. L. Cummer: Dr. Cole has suggested another biopsy. I selected the 
lesion with great care and believe it shows as much as any of the lesions would. 
I think the condition is possibly parapsoriasis, but I cannot fit the atroph- I saw 
into the picture of that disease. 


Ulcers on the Legs in Sickle Cell Anemia. Presented by Dr. C. L. CumMER 
and Dr. C. G. LaRocco. 


This patient was presented previously at the meeting of this society on 
March 24, 1938 (Arcu. Dermat. & SypH. 39:168 [Jan.] 1939). 

She is presented again today to reopen the discussion. The ulcers had healed 
and had broken down again when she was seen in the outpatient department in 
August 1938, She was put in the hospital and studied again. The ulcers have 
been healing slowly. 

Another specimen was taken for histologic examination, and its appearance 
may be briefly summarized as follows: At a distance from the ulcer, under intact 
skin, was a granulomatous type of inflammation with an architecture of miliary 


aot 
>, 
We 
* 
4 


460 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


tubercles which failed to show characteristic central necrosis, the central! areas 
being occupied by concentrically arranged epithelioid cells and connective tissye 
cells. Numerous multinucleated giant cells were associated with tubercle forma. 
tion. In the subcutaneous tissue there was extensive infiltration of exudative cells 
chiefly lymphocytes, with many plasma cells and occasional polymorphonuclear 
leukocytes. In some areas there was a tendency toward perivascular cellular 
infiltration, in others toward periglandular infiltration. No acid-fast bacilli were 
seen. No tubercle bacilli were found, and inoculation of guinea pigs gave negative 
results. 
DISCUSSION 
Dr. H. G. Misky1an: Was tuberculosis diagnosed from the biopsy? 


Dr. C. L. CumMer: Our pathologist is here and will be glad to discuss the 
case. The patient has had ulcers on the legs for several years. Sometimes we have 
found sickle cells and sometimes not, and she has definite anemia. We do not pre- 
sent the picture as a definite clinical form of tuberculosis. We should like the 
opinion of the members as to whether this type of histologic structure is possible 
for sickle cell ulcer. There is little to be found in the literature on the histologic 
structure of this condition. I have been unable to find any reference to giant 
cells or tuberculous structure. 

Dr. D. J. Rensock (by invitation): I have seen two biopsy specimens from 
this patient, taken several years apart; they were essentially the same. The con- 
dition is definitely a granulomatous type of inflammation, and there are some giant 
cells. However, I have been unable to demonstrate tubercle bacilli. 

Dr. C. L. CumMer: Serologic tests for syphilis have been repeatedly negative. 
Antisyphilitic treatment has had no effect. 

Dr. C. G. LaRocco: There is another clinical point of interest in this case: 
In looking up the literature I found that practically all the writers have spoken 
of the muddy sclera as a constant finding. This patient has about as clear a sclera 
as one will see in a Negro. For this reason possibly she does not have sickle 
cell anemia. On the cther hand, as Dr. Cummer has said, the serologic tests were 
negative; the ulcers have broken down under antisyphilitic treatment, and since 
inoculation of guinea pigs has given negative results, I do not see how the picture 
can be classified otherwise, especially since sickling has been present at various 
times. 

Dr. H. G. Misxy1an: I think before the results of inoculation of guinea pigs 
are called negative, the procedure should be repeated several times, because the 
organisms may be so few that one will not get a positive result. Naturally one 
is forced to consider tuberculosis seriously. 

Dr. J. R. Driver: In the work my associates and I have done with an ointment 
of cod liver oil in the treatment of ulcers (Urol. & Cutan. Rev. 42:587 [Aug.] 
1938), we found that in erythema induratum with ulceration the treatment was prac- 
tically specific. The lesions healed rapidly. Two or 3 patients with sickle cell 
ulcers which we have treated with cod liver oil dressings showed no response. | 
suggest trying that treatment. If the process is tuberculous, I believe prompt 
healing will result. 

Dr. C. G. LaRocco: We have kept the patient off her feet and used the cod 
liver oil ointment. The lesions get worse under that treatment. 

Dr. Joun E. RauscuKovs: Is there any relation between the degree of sickling 
and the activity of the ulcers? 

Dr. C. L. Cummer: The patient was in the hospital a year ago, and the ulcers 
had broken down. At that time we found a large proportion of sickle cells. The 
condition healed. The last time she was in the hospital we found a few sickle 
cells, and on a few occasions we found none. We have found the most sickle 
cells when the ulcers were present. 
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Diffuse Scleroderma. Presented by Dr. H. H. JoHNsoN (from the Department 
of Dermatology and Syphilology, Lakeside Hospital). 


R. Z., a well developed but rather emaciated housewife aged 28, complains that 
first her hands and shortly thereafter her feet and legs became swollen. No 
erythema or pitting was noted. The condition was worse in the morning and 
evening, seeming to be reduced during the day’s activities. These symptoms 
gradually disappeared during the following six months. In October 1937 the skin 
over the anterior aspect of the upper part of the chest and both arms became 
shiny and gradually became hard and stiff. Subsequently all areas of the body 
have become involved to a variable degree, the face showing the least involvement. 
Concomitantly she has noted a “freckle-like” pigmentation. Subjectively she has 
noticed only a feeling of “stiffness” on motion, and she is sensitive to cold. For 
ten months she has complained of pyrosis at night. 

All areas of the skin present varying degrees of atrophy and rigidity. The 
face, legs and feet are least affected. There is slight impairment of mobility of 
the jaw and muscles of expression. There is definite limitation of motion of the 
arms and hands due to a hidebound condition. Fairly deep pigmentation is present 
over the knees, axillary folds and neck. Moderate telangiectasia is present on the 
trunk and upper extremities. 

Roentgen examination of the teeth and sinuses revealed no focal infection. 

Serologic tests for syphilis were negative. Routine blood and differential counts 
were normal. The calcium content of the serum was 10.8 mg. per hundred cubic 
centimeters, the serum phosphorus 4 mg., the plasma cholesterol 163 mg., and 
the serum phosphatase 4.5 units. The vitamin C level of the plasma was 0.66 mg. 
per hundred cubic centimeters. The basal metabolic rate was + 6 per cent. 

Histologic examination of an area of involved skin showed that the epithelium 
was thinned and the rete pegs completely erased. In the cutis and subcutaneous 
tissue there were large amounts of almost completely anuclear coarse connective 
tissue. The blood vessels were thick walled and reduced in number. In the 
corium there was an occasional small focal collection of phagocytes containing 
golden brown pigment. 

She has been treated elsewhere with thyroid and extract of adrenal cortex and 
by tonsillectomy, without effect. 

DISCUSSION 


Dr. G. W. BINKLEY: I should like to suggest a form of treatment that has 
been used by A. W. Duryee and I. S. Wright (Am. Heart J. 14:603 [Nov.1 1937). 
By this method it was found that definite softening of the skin followed the pro- 
longed application of acetylbetamethylcholine hydrochlroide (mecholyl) by 
iontophoresis, which seems to be the only method which effects absorption and 
satisfactory utilization. They obtained about 50 per cent improvement. 


Dr. H. N. Core: I appreciate the suggestion. 


‘ Dr. BENJAMIN Levine: I have read recently of the use of posterior pituitary 
in the treatment of scleroderma. I had a patient whose left arm was involved. I 
gave him twenty-four injections and then lost track of him. I saw him the other 
day, and the scleroderma had cleared completely. He said there had been no 
improvement for about six months and then the improvement began. 


Multiple Idiopathic Hemorrhagic Sarcoma (Kaposi). Presented by Dr. E. 
J. Arpay, Lakewood, Ohio (by invitation). 


A. U., a man aged 58, has a reddish itchy lesion on the right ankle which 
developed in 1934. The lesion persisted, and the patient was first seen by me in 
1935. The lesion was verruccus, and a diagnosis of lichen simplex chronicus 
(Vidal) was made. A specimen removed for biopsy was diagnosed as epidermoid 
papilloma at this time. 

_ Subsequently he has been seen from time to time on account of a superimposed 
infectious dermatitis, which probably results from varicose veins. At present both 
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ankles are swollen. On the anterior aspect of the right ankle and extending 
medially to the posterior surface there is a brownish pigmented lesion 15 py 
10 cm. with pink to plum-colored borders. The entire surface is verrucous and 
appears to be composed of small nodules 3 to 5 mm. in diameter, closely packed 
and giving a mosaic appearance. The entire plaque is elevated about 3 mm. above 
the surrounding skin. 

A similar lesion 2 by 4 cm, has recently appeared on the left ankle. 

Injections of congo red as well as histologic examination failed to show the 
presence of amyloid. 

Reexamination of the specimen removed for biopsy in 1935 and its comparison 
with one recently removed showed essentially the following: In the epithelium 
there were mild parakeratosis and hyperkeratosis. The rete pegs were absent or 
flattened. The cutis, beginning at the papillary portion and extending two thirds 
of the way down, was filled with blood vessels cf the capillary type. Their walls 
were lined with large round or spindle-shaped cells. Some of these vessels appeared 
to be solid strands of cells without lumens. Some capillaries were dilated. There 
were subcutaneous hemorrhages and a large amount of blood pigment. The blood 
vessels were surrounded by newly formed connective tissue rich in cellular 
elements. There was only a mild inflammatory reaction. 


DISCUSSION 


Dr. H. N. Core: It seems to me that this patient does not show the fresh 
hemorrhages that one would ordinarily see with Kaposi’s sarcoma, and he does 
not have the peculiar bluish discoloration and raised rounded type of tumor. | 
feel that the condition is simply a papillomatous type of proliferation after an 
extensive varicose dermatitis and healing. I did not see the biopsy specimen. 

Dr. Joun A. GAMMEL: It showed all the new blood vessels and hemorrhage 
in the tissues seen in Kaposi’s sarcoma. 

Dr. Joun E. Rauscukors: After seeing the biopsy specimen I am in favor of 
the diagnosis as presented. However, the clinical picture is not so suggestive. 

Dr. E. W. NetHerton: On the inner surface of the ankle there are purple 
nodules the color of Kaposi’s sarcoma. The histologic picture suggested that 
diagnosis. 

Dr. E. J. Arpay, Lakewood, Ohio (by invitation): This lesion was never 
ulcerated. The patient appears for treatment only when he has a superimposed infec 
tion of infectious eczematoid dermatitis, but when that clears he still has this 
papillomatous process on the leg. I have searched for articles showing pictures of 
this type of Kaposi’s sarcoma. I found 1 case of Kaposi’s sarcoma simulating lichen 
planus. Drs. H. N. Cole and E. S. Crump reported a case in 1920 (Arcu. Dermat. & 
Sypu. 1:283 [March] 1920) of associated leukemia. That association was sur 
prising to me. Examination of the blood showed no evidence of leukemia in my 
case. The diagnosis was made a while ago from the histologic picture. The clinical 
appearance made me hesitate to make the diagnosis. 

Dr. J. Evcar Fisner: The patient presents two conditions. He may have 
Kaposi’s sarcoma, but I agree with Dr. Cole that his secondary condition is due 
to varicosities. 

Dr. H. G. Misxy1an: Dr. Arday asked me to see the slide without seeing the 
patient, and I made a diagnosis of Kaposi’s sarcoma from the histologic picture. 
I cbject to the diagnosis mentioned—the condition is not multiple. There is an 
extensive involvement of this process in one plaque. The proliferation on the 
surface is not the type seen in chronic varicose dermatitis. There is not the 
inflammatory reaction in the tissue which one would see in a varicose dermatitis. 
Sarcoma is an unfortunate name for the disease. I wish a better word could be 
found. 
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Lichen Planus with Atrophy. Presented by Dr. Jacop SKEER. 


M. P., a furrier aged 61, married, born in Russia, came to the clinic of the 
Jewish Hospital, complaining of an itching eruption on the right leg. He gave 
a history of asthma of nine years’ duration and gave marked reactions to 
cutaneous tests with the dander of the cat, dog, fox, horse, goat, muskrat, 
kolinsky and sheep. 

He was first seen in August 1938, at which time he presented numerous 
sharply circumscribed plaques varying in size from that of a dime to that of 
half a dollar, situated on the buttocks, in the intergluteal fold, the trochanteric 
regions and the popliteal spaces and on the lateral borders of the hands. On 
the right leg posteriorly was a 4 by 8 inch (10 by 20 cm.) plaque. There was 
a similar plaque 1%4 inches (3.8 cm.) in diameter on the left leg posteriorly. 
The large lesion on the right leg showed an infiltrated raised violaceous: verruca- 
like border simulating lichen planus hypertrophicus. The center was flat, atrophic 
and spotted with pigmentation. 

At present most of the aforementioned lesions have receded, leaving the 
skin thin, atrophic and pigmented light brown. The large plaque on the right 
leg has flattened considerably, and the border is still sharply defined and 
deep violet but not so raised. The center is flat, atrophic and studded with 
brown pigment. Numerous fine white closely aggregated pinhead-sized papules 
are arranged in a retiform pattern at the angles of the mouth and extending 
on the vermilion surface of the lips. 

The Wassermann reaction of the blood was negative. The histologic diag- 
nosis was lichen planus with atrophy. No amyloid was demonstrated in stained 
sections. 


A Case for Diagnosis (Cysts of Margins of Eyelids?). Presented by 
Dr. L. FrucHTBAUM. 


F. D., a white woman aged 32, presented herself about a month ago because 
of a round transparent bluish mass the size of a pea, on the inner third of 
the margin of the right lower eyelid, which was filled with fluid. The duration 
of the lesion was four years. During the first three years it had been small 
and stationary. However, in the last year it had expanded to its present size. 
In the past week a similar lesion the size of a large pinhead developed in the 
center of the margin of her left upper eyelid. There is no disturbance of her 
general physical condition. The *Wassermann reaction of the blood was negative. 
The urine was normal. 

DISCUSSION 


_Dr. E. A. GAUVAIN : I recognize the lesions as mucous cysts. They 
might be treated like any mucous cyst of the lip, by cautery, which will give 
a good cosmetic result. 


_Dr. SaMuEL Barnett Friscuperc: These cysts seem to be superficial, 
thin and filled with fluid. They are bilateral. One should inquire whether the 
Patient wears glasses or whether she uses cosmetics or dyes. I do not think 
any radical treatment is necessary. 


Dr. L, Frucutsaum: This case is similar to one presented before this 


a about three months ago of what was considered to be an epithelioma. 
he patient underwent radical resection of the lesions and grafting of skin. 
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However, on section the lesion proved to be a simple cyst. Perusal of the litera- 
ture and textbooks on diseases of the eyelids showed no case of similar 
involvement. 


A Case for Diagnosis (Lipoidosis?). Presented by Dr. Jacop Skerr,. 


E. S., a white man aged 60, came to the dermatologic clinic of the Cumber. 
land Hospital, complaining of numerous small tumors on the face, legs and 
penis, of five years’ duration. Except for an operation for hypertrophy of 
the prostate, there is nothing significant in his past history. 

He presents numerous discrete yellow pea-sized and larger round and oyal 
firm nodules, some attached to the skin. Some are brown, others have djs- 
appeared, leaving atrophic scars. The lesions are distributed on the face, neck, 
buttocks, legs and penis. 

Histologic examination of tissue from the penis at another institution showed 
an increase in cholesterol and fatty acids in the stroma. Microscopic exami- 
nation at the clinic of Cumberland Hospital showed “collagen degeneration 
and fibrosis of the dermis.” The Wassermann reaction of the blood was 
negative. Chemical examination of the blood showed no abnormality. 


Tuberculosis Cutis (Scrofulcwerma). Presented by Dr. L. Frucursavw. 


M. W., a Negress aged 22, was admitted to Kings County Hospital on 
Jan. 3, 1939. 

She has had generalized adenopathy since 1932 and was previously admitted 
to this hospital in 1936 with large cervical lymph nodes and bilateral enlarged 
glands in the axilla. A roentgenogram of the chest then showed evidence of 
a mass in the left axilla, with no evidence of pulmonary Hodgkin's disease. 
Calcification was evident on the left hilar shadow. Histologic examination 
of a left inguinal gland showed miliary tuberculosis. 

The patient has had generalized dryness of the skin since childhood. Seven 
years ago swollen glands developed in the neck and axillas; the condition has 
partially receded at times, but about the same size has been maintained for 
several years. Enlarged inguinal glands developed about four years ago. His- 
tologic examination by a private physician in 1935 showed Hodgkin’s disease. 
One year ago small lumps developed on the abdomen; these grew progres- 
sively larger, became rough and elevated, multiplied and produced a mal- 
odorous discharge. A new mass appeared on the left side of the trunk recently, 
and at the same time the eyes became inflamed and discharged pus, and her 
eyesight became poor. Last year she had dysuria associated with abdominal 
pain for one month, 

Examination reveals enlarged cervical and maxillary glands. These are freely 
movable; the left parotid gland is much enlarged. The inguinal glands are 
moderately enlarged and movable. The skin of the legs is dry and scaly. 
‘Circumscribed patches are present on the left, palm. Three large tumor-like 
masses with macerated discharging surfaces are present on the upper part of 
the abdomen and on the left inguinal region. Two small tumors are present, 
one on the left thigh and one on the left side of the trunk. In the right inguinal 
region, the site of recent removal of a gland for biopsy, there is a fungating 
and ulcerating mass. There is thickening of the posterior part of the palate. 
The conjunctivas are greatly injected, and the corneas cloudy. The pupils 
are small and oval and react to light. The lungs and heart are normal. 

A blood count showed 6,300 white cells, with a differential count of 65 per 
cent polymorphonuclear leukocytes, 29 per cent small mononuclears, 2 per cent 
transitional forms and 4 per cent eosinophils; 3,890,000 red cells and 76 per cent 
hemoglobin. The Wassermann reaction of the blood was negative, and the urine 
was normal. Chemical examination of the blood showed 23 mg. of urea, 12 
mg. of creatinine, and 88 mg. of sugar per hundred cubic centimeters. A roent- 
genogram of the chest showed multiple irregular pinpoint-sized areas of calcification 
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in the region of the root of the left lung. There was no roentgen evidence of other 
pulmonary change. A smear for lepra bacilli gave negative results. The Frei 
test was negative. Tuberculin tests with dilutions cf 1: 1,000, 1: 10,000, 1: 100,000 
and 1: 1,000,000 were all positive. 

Biopsy: 1. Section of a lymph node showed the presence of innumerable 
tubercles, most of them of the epithelioid type. 2. Section of the skin showed 
hypertrophy of the papillae, and in the corium and subcutis there were infil- 
trations of the cells, the majority being of the small round and reticulo- 
endothelial type. In one place in the superficial part of the subcutis there was 
an area suggesting an early miliary tubercle. 3. Another section of the skin 
showed evidence of tuberculosis, particularly in the subcutaneous zone. The 
diagnosis was tuberculous lymphadenitis and tuberculosis of the skin. 


DISCUSSION 


Dr. C. THoMAS CHIARAMONTE: I saw this patient at the Kings County 
Hospital. The microscopic picture convinced me that the condition was a type 
of tuberculoderm. It conforms closely to a type of tuberculosis of the skin 
described by Riehl as tuberculosis fungosa cutis, a brief description of which 
may be found in O. S. Ormsby’s textbook (A Practical Treatise on Diseases of 
the Skin for the Use of Students and Practitioners, ed. 5, Philadelphia, Lea & 
Febiger, 1937, p. 787). 

Dr. E. A. GAuvatn: I should like to hear some discussion on the microscopic 
picture. Some of the small nodules around the larger lesions might be those of 
lupus vulgaris. I have never seen lupus vulgaris with large fungating masses 
like this, and I cannot conceive of the picture’s being scrofuloderma. I think the 
tuberculous origin can be agreed on. 

Dr. Jacop SKEER: I understand the patient has had Hodgkin’s disease. It is 
not uncommon for Hodgkin’s disease to be associated with tuberculosis. On the 
other hand, it is also not uncommon for that disease to develop into mycosis 
fungoides. I cannot consider this condition as tuberculosis. I have never seen 
tuberculosis fungosa cutis (Riehl), but I am of the impression that it occurs 
in elderly persons. I should like to venture a diagnosis of generalized sarco- 
matosis. The large fungoid growths have not ulcerated, as one would expect 
in tuberculosis. I suggest inoculation of guinea pigs. 

Dr. Seymour H. Sirvers: If this condition is tuberculosis, it is certainly an 
unusual form. I have never seen similar tuberculosis. I have always been 
intrigued by fungoid tuberculosis and have read about it but have never seen it. 
I recall that when J. Jadassohn was in America he said that fungoid tuberculosis 
usually appears in elderly persons, on the upper extremities. This condition, 
in my opinion, does not resemble tuberculosis of the skin. 


Dr. L. Frucutsaum: Regarding Dr. Chiaramonte’s statement about Riehl’s 
group of fungoid tuberculosis, that is a subclassification of scrofuloderma. In 
the left axilla there are no cutaneous lesions, although there are enlarged 
glands. In the left inguinal region there are enlarged glands and fungating 
lesions. In the right inguinal region, at the site of recent removal of a gland 
for biopsy there developed a fungating and ulcerating lesion. This patient 
probably has had a tuberculous lesion of the chest, because the roentgen exami- 
nation showed areas of calcification. 


Sarcoid (Darier-Roussy Type?). Presented by Dr. Jacop SKEER. 


P. M., a white married man, born in Italy, complains of an eruption on the 
right thigh of four years’ duration. 

He had chickenpox, scarlet fever and influenza as a child. In 1917 he had 
a high fever. The glands in the neck became swollen. Several glands were 
excised and pus was obtained. He received six injections of neoarsphenamine. 
He claims that the Wassermann reaction of his blood has always been negative. 
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Examination shows a palm-sized plaque with dime-sized nodules forming the 
margin on the outer aspect of the middle third of the right thigh. The nodules 
are slightly raised, erythematous and infiltrated. The center appears clear. The 
lesions evidently spread peripherally and heal in the center without scarring, 
There are numerous scars on both sides of the neck below the rami of the jaw 
and in the groin. 

The sputum showed no tubercle bacilli. Tuberculin tests with dilutions of 
1: 100,000 and 1: 1,000,000 were positive. The Wassermann reaction of the 
blood was negative. 

Histologic Report: The main pathologic process was in the subcutis and the 
deep part of the cutis. In these areas were groups of epithelioid cells and some 
giant cells. There was considerable exudative and small cell infiltration. In the 
fat zone there was considerable proliferation of fat cells. 


DISCUSSION 


Dr. L. Frucutsaum: Clinically the condition is typical sarcoid, and the 
histologic picture of the deep layer of skin denotes the Darier-Roussy type. 

Dr. Davin M. Davinson: The lesion has the clinical features of Boeck 
sarcoid, such as erythema, firm but elastic consistency and an involuted center. 
The microscopic observations were those of Darier-Roussy sarcoid. In the 2 
cases of the latter type of sarcoid which I have observed there were irregular flat 
and indurated plaques without any change in the overlying skin. 

Dr. M. Epwarp GoeBec: Clinically the lesions fit in with sarcoid, in spite of 
the fact that the tuberculin test was positive. The positive tuberculin test may 
have been due to the fact that the patient once had tuberculous glands. 

Dr. Mortimer J. Cantor: Clinically I was inclined to think that this 
picture fitted in with periphlebitis necrotica nodularis, but the histologic exami- 
nation disproved this. I think that a roentgenogram of the bones would be 
helpful, as it might show a cystic condition, 

Dr. Jacop SKEER: I do not think that the diagnosis of periphlebitis nodu- 
laris necrotica can be entertained here, because in that disease the lesions are 
usually in a linear arrangement, following the course of the veins, and are 
necrotic and thrombotic. I do not know of any other diagnosis to offer except 
deep sarcoid. Whether it is the Darier-Roussy type or some other I am unable 
to say. 


Essential Pruritus. Presented by Dr. Mortimer J. Cantor. 


I. P., a boy aged 11% years, was first seen on Nov. 12, 1938, at the clinic of 
the Beth Moses Hospital, complaining of generalized itching, which was worse 
at night, without any apparent lesions of the skin. 

Complete physical examinations revealed nothing abnormal. Chemical analysis 
of the blood, blood counts, urinalyses, examinations of the stool for ova and 
Wassermann tests, all repeatedly done, showed no abnormality. 


DISCUSSION 


Dr. Jacop SKEER: Pruritus is sometimes benefited by a change of climate 
and weather. The patient probably would feel better if he were sent to another 
climate. Even a change of environment is at times beneficial. 

Dr. Samuet Hecut: If no cause can be found, I suggest that his mental 
state—troubles at school and the like—be investigated. That might be a factor. 


Dr. ABRAHAM Watzer: At the present time four types of cutaneous sensa- 
tions are accepted as being mediated by special nerves: touch, pricking touch, 
cold and warmth. Pruritus and pain apparently have no definite neural routes 
from the skin to the nerve centers. It is now believed that the itching sensation 
is due to a combination or a synthesis of two or more of these other sensations. 
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Dr. SeEyMouR H. Sitvers: Such cases must be considered seriously. It is 
known that stimuli are constantly entering through the skin. These stimuli 
come at any time of the day or night and may or may not be registered in the 
brain. Most itching is worse at night because itching stimuli usually register cn 
the brain more at night than at any other time. On the other hand, certain 
persons are more sensitive to such stimuli and react more readily than others. 
Such persons are considered the nervous type. This is well illustrated when 
2 persons present dry skin. One will complain of hardly any itching, while 
the other will complain of a great deal. Itching, therefore, is not entirely due 
to the dry skin. There must be another factor, such as a sensitive mechanism 
for registering itching stimuli. The boy presented tonight has a dry skin and 
scattered follicular keratoses. In addition, he is probably more apprehensive 
and more sensitive than the average child. With regard to therapy, one cannot 
lay down specific rules. Each case has to be studied separately and treatment 
decided on individually. 

Dr. L. FrucHtBAuM: The theory has been advanced that essential pruritus 
is due to some psychic aberration and is an expression of a defense mechanism. 
I believe something is annoying the child, and he endeavors to get sympathy from 
his parents by scratching himself. This type of defense is not unusual among 
children. 

Dr. ABRAHAM WaALzeER: Pruritus is not always a defense mechanism. The 
newborn baby manifests a distinct general reaction to itching as early as the 
sixth hour of life, but the specific reaction of scratching first appears at about 
the age of 2% months. There is a true physiologic itch, and that is a defense 
mechanism. The crawling on the body of such insects as lice and bedbugs will 
cause itching and induce scratching. On the other hand, when a person is 
scratching from disease he has a pathologic itch; he is producing pathologic 
changes; therefore it is not a physiologic itch. 

Dr. Seymour H. Srtvers: It is a well known fact that if one undresses, the 
first tendency is to scratch. Would this be a pathologic or a physiologic itch? 
According to my mind, the desire to scratch when one undresses is due to the 
fact that one receives different stimuli, such as change in temperature, and those 
stimuli might cause a certain amount of itching. 

Dr. Mortimer J. CANTOR: This patient came to the clinic for the first time 
about a month ago, and I went deeply into the history. He is well fed, and 
apparently there is nothing unusual in his family life. His mother told me that 
the itching keeps him awake at night and the lack of sleep makes him look pale. 
There may be a toxic element responsible for the itching, but what it may be 
I do not know. 


Partial Albinism. Presented by Dr. ArRAHAM WALZER. 


M. C., a married Negress aged 31, was referred to the department of derma- 
tology and syphilis about four months ago, because of a positive Wassermann 
reaction. During the course of examination, the peculiar condition of the skin 
was noted. She says that her 2 children, her father and 2 sisters are similarly 
affected. The condition was present at birth. 

The entire skin except for her face is studded with myriads of white points 
and spots varying in size from that of a pinhead to that of a pea. The rest of 
the skin is brown. These white areas are flush with the normal skin and are not 
hyperpigmented at the borders. The lesions are symmetrically distributed. The 
hair is brownish, 

Her daughter S. C., aged 14, also presented, shows similar lesions. Her 
Wassermann reaction was negative. 


DISCUSSION 


_ Dr. ARTHUR B. Lee (by invitation): There is a particular type of Negro 
with reddish hair and reddish and sensitive skin. This type of Negro will 
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obtain a severe erythema at the beach and also may have some visual disturbance 
Last year at Kings County Hospital I saw a Negro child of 9 years with xero- 
derma pigmentosum and malignant degeneration of the skin. That child was of 
the same type, with reddish brown skin. I also saw a dark Negro who since 
1932 has turned white. The change to white began in 1932, but the process 
became accelerated about 1934. It is my opinion that the presenter’s diagnosis of 
partial albinism is correct. 

Dr. Seymour H. Stivers: On two or three cccasions I saw the Negro who 
turned white. I did not think that he was completely depigmented. Certain 
parts of the body were slightly darker than others. Unfortunately, there was 
no biopsy material from various parts of the body for study, by means of the 
dopa reaction, of the amount of pigment in the skin. His hair was a mixture 
of gray and black. He had dark eyes. The skin of the body was not completely 
depigmented. He was a Negro who had lost 70 or 75 per cent of his pigment 
but still retained pigment in his skin and hair. 

Dr. M. Epwarp Gorset: I think “piebald” is a term used for Negroes with 
partial albinism. 

Dr. ABRAHAM WaAtzeR: Albinism in the Negro is classified as complete 
and incomplete. These terms are employed in the sense of the amount of pig- 
ment missing. With complete loss of pigment the albinism is complete. Incom- 
plete albinism indicates lessening of the amount of pigment. Persons with incom- 
plete albinism are also called freckled albinos, or the term “albinoidosis” is used 
to explain their state. The pink eye of albinos of the white race is not often 
seen in Negroes. The term “partial albinism” is used for cases in which the 
pigment is normal in amount but apparently is pushed aside making white areas. 

Dr. SaAMueEL Berkowitz (by invitation): I agree that “albinism” for the 
diagnosis of cases like this is a poor term. The word refers to a definite clinical 
entity, in which there is a complete congenital absence of pigment with a dopa- 
negative skin. In true albinos there may still be pigment in the iris. This case 
is presented as one of “partial albinism” for the reasons mentioned by Dr. 
Walzer. It would probably be better if the condition were referred to as maldis- 
tribution of pigment in the Negro. I think that in any discussion of the absence 
of pigment sharp differentiation between congenital and acquired loss of pig- 
ment should be made. The cases mentioned by the various discussers, in which 
persons lost all their pigment, are not in a class with this case. 


NEW YORK ACADEMY OF MEDICINE, SECTION OF 
DERMATOLOGY AND SYPHILIS 


EuGene F. Traus, M.D., Chairman 
Feb. 7, 1939 


Louis M.D., Secretary 


Seborrheic Eczema of Childhood, Cured by Liver Therapy. Presented by 
Dr. Paut Gross. 

J. B., a boy aged 8 years, presented from the Vanderbilt Clinic, was first seen 
in October 1937. At that time he had an erythematous scaly eruption of one 
month’s duration about the left ear. This spread in a few weeks to the cheeks and 
neck. There was temporary improvement after roentgen therapy. By February 
1938 the condition had become worse. When he was admitted to Babies Hospital 
on April 14, the eruption had covered almost the entire body. It was of a diffuse 
erythematous scaly type on the chest, back, abdomen and upper extremities, while 
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on the face, ears and scalp it consisted of a diffuse oozing and crusting dermatitis. 
On the lower part of the abdomen there were discrete macular scaly lesions of 
psoriatic form and appearance. 

Cultures for fungi were negative. Staphylococcus aureus and Streptococcus 
haemolyticus were found on two occasions. Blood counts showed 84 per cent 
hemoglobin, 4,600,000 red cells, a color index of 0.91 and 12,250 white cells, with 
a differential count of 60 per cent polymorphonuclear leukocytes, 26 per cent 
lymphocytes, 5 per cent mononuclear leukocytes and 6 per cent eosinophils. The 
Kline test of the blood was negative. A test of hepatic function with bromsul- 
phalein gave normal values. Urinalysis showed no abnormality. Chemical exam- 
ination of the blood showed 3.08 mg. of albumin, 2.56 mg. of globulin, 82 mg. of 
sugar and 202 mg. of cholesterol per hundred cubic centimeters. The decholin 
test gave a negative result. 

Tests for allergy to wheat, milk, spinach, codfish, ovamucin, ovalbumin, 
staphylotoxin and streptotoxin, performed on several occasions, gave negative 
results. 

Treatment consisted of applications of boric acid ointment and olive oil locally 
and prescription of a ketogenic diet, which caused an aggravation of the condition, 
and of a regular diet with elimination of eggs, which produced improvement of 
the condition. Dietary measures were combined with injections of liver extract 
and oral administration of lextron (a combination of liver and stomach extracts 
and iron). There was a recurrence after the second period of ketogenic diet. 
The seborrheic eczema disappeared during administration of liver and a high 
caloric diet with no egg and a low fat content. 


DISCUSSION 


Dr. J. GarpNer Hopkins: This child had chronic eczema in a distribution 
much like that of the so-called seborrheic eczema of the adult. He showed no 
sensitivity on cutaneous tests with foods and gave no allergic history. I have 
always been a little skeptical about the existence of seborrheic eczema in young 
children, but this case seems to be an instance. The child was observed under 
several forms of treatment which seemed to exaggerate the eruption. With liver 
therapy and no local treatment but application of soothing ointments, the eruption 
cleared. While this may not be conclusive evidence, it is strongly suggestive of 
the efficacy of liver therapy in this instance. 


Dr. HERMAN GoopMAN: Was there ever a time when the child was getting 
soothing applications without any liver and without egg in the diet? 


Dr. E. Wrttram Asramowirz: I think Dr. Gross is to be congratulated on 
the result. This dermatosis is a difficult type to treat. In adults it is usually 
classified as seborrheic eczema, and for such conditions I have started to use a 
concentrated preparation of sulfur (30, 40 or 50 per cent) in petrolatum. I first 
began to try out the sensitivity to sulfur in cases of pityriasis rosea, for I have 
always believed that patients with that disease have an unusually irritable skin. 
I started cautiously at first, using it on limited and then on larger areas of the 
body. I found to my surprise that the patients were able to tolerate 30 and 40 
per cent sulfur in petrolatum—not only that, but the lesicns seemed to regress 
more rapidly. The next step was the treatment with this ointment of an eruption 
analogous to what Dr. Gross’s patient presented, but in adults. My patients 
responded nicely to the treatment, although in some instances soothing remedies 
were not tolerated. I should like to suggest that Dr. Gross try applying concen- 
trated sulfur in petrolatum if he encounters a similar eruption, to see if the results 
are as satisfactory as those of liver therapy. I think that even a child of this 
age could tolerate the sulfur if it was not rubbed in but layered on, and if hydrous 
wool fat or another fatty base which would increase the penetrative power of 
the ointment was not used. 


Dr. Samuet M. Peck: I am pleased to substantiate Dr. Abramowitz’ 
experiences with the use of 40 to 50 per cent sulfur ointment. I first heard about 
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his success with this ointment in the treatment of pityriasis rosea. Like many 
other dermatologists, | was rather skeptical and feared the development of a sulfyr 
dermatitis. In the last year or so I have cautiously used this ointment in cases 
of seborrheic eczema. I used 40 per cent precipitated sulfur in petrolatum, and 
much to my surprise, not only did I fail to see any irritation but there was marked 
amelioration of the condition of the skin. Just a few months ago I had occasion 
to treat a patient with a widespread seborrheic eczema with acute lesions around 
the ears. Strangely enough the 30 or 40 per cent sulfur ointment which was used 
not only caused the acute inflammation to subside but proved helpful in clearing 
up the lesions. 

Dr. Herman GoopMan: The discussions of Drs. Abramowitz and Peck are 
helpful. Strange as it may seem, precipitated sulfur is pharmacologically inert 
in petrolatum, The child might just as well have been covered with unmodified 
zine oxide ointment. No violent reaction is expected from the application of sulfur 
ointment alone to the skin. Unless the skin is prepared for application of sulfur 
or there are decided abnormal variations in the cutaneous secretions, precipitated 
sulfur in petrolatum has no effect on the surface. In former times, the physician 
who prescribed sulfur ointment ordered a bath with strong alkaline soap. In recent 
soap manufacture there is no excess alkalinity, owing to the use of soap buffers 
and of superfatted formulas. The result is that sulfur ointment has fallen into 
disrepute for scabies, for example. Requirements in prescribing sulfur ointment 
are recognition of the varieties of sulfur available and modification of the prescrip- 
tion to obtain the pharmacologic result desired. Sublimed sulfur contains as 
impurities sources of sulfur dioxide. It is because of these that sublimed sulfur 
is the official constituent of sulfur ointment. The presence of the sulfur dioxide 
renders the preparation efficient in the gaseous attack on the parasites affecting 
the skin. Washed sulfur is free of the acid impurities through washing with diluted 
ammonium hydroxide. Precipitated sulfur is prepared from the alkaline solution 
by the addition of hydrochloric acid. It is preferred in pharmacy because of the 
elegance of the finished ointments and lIctions rather than its efficacy. 

Tests made of the three official sulfur preparations, purchased from wholesale 
pharmacies, have not shown any appreciable difference in the pu by electrical 
methods. The prescriber must vary his formula by the addition of such alkalis as 
potassium carbonate solution if he desires an effective sulfur preparation on the 
basis of hydrogen sulfide. The addition of alkaline soft soap to the formula leads 
to the same result. The gaseous hydrogen sulfide gives the therapeutist the 
reducing action (in a chemical sense) which he seeks when prescribing sulfur. 
Unmodified sulfur power in petrolatum does not give this action. 

Dr. Isapore Rosen: I should like to ask the presenter whether this treatment 
was carried on in a hospital or in the patient’s home. From the photograph one 
would be inclined more to the diagnosis of infectious eczematoid dermatitis than 
to that of seborrheic eczema. Patients are frequently admitted to the dermatologic 
service of the hospital who present all the clinical features seen here and who 
have had all types of therapy carried out in their own homes without any benefit, 
but when they are hospitalized the manifestations rapidly improve without any 
change in the medication. This may be due to better care, environmental changes 
and a better balanced diet. 

Dr. Paut Gross; When presenting this patient I meant to imply that his 
eruption was due to deficiency in the vitamin B complex. The elimination of egg 
and restriction of fat in the diet were clinical experiments based on well known 
studies of M. A. Boas Fiysen, J. G. Lease, H. T. Parsons, Paul Gyérgy and others 
with white rats. In their experiments with animals a diet rich in raw egg powder 
and containing all vitamins produced an eruption which Gyérgy compared with 
seborrheic eczema. This apparently toxic effect of egg powder can be neutralized 
by a substance contained in liver, kidney and the residue after the preparation of 
liver extract. This substance was named vitamin H by Gyérgy. Its practical 
application in dermatology so far has been disappointing, although in individual 
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cases surprising results have been obtained. I have also had excellent results with 
extensive eruptions of so-called seborrheic eczema from the intramuscular use 
of liver extract, which is free of vitamin H but of course is an excellent source 
of vitamin B complex. 

As far as the results of Dr. Abramowitz with sulfur are concerned, they do 
not contradict the results of vitamin therapy. Sulfur plays an important part in 
the treatment of conditions due to deficiency of vitamin B complex, especially of 
pellagra, and of the so-called polyavitaminosis of Wright. 

In answer to Dr. Goodman’s question, the mother has so far refused to give 
the child any egg in its food. However, on three different occasions, cutaneous 
tests with egg fractions have given negative results. 


Norr.—Since the presentation of the case, the child has been given egg freely 
in his diet, without any resulting eruption. 


A Case for Diagnosis (Pustular Bacterid). Presented by Dr. Paut Gross. 


E. C., a man aged 41, was first seen at the Vanderbilt Clinic in March 1938, 
when the eruption on the palms and soles presented about the same picture as 
today, but on the arms and scalp there were only lentil-sized reddish slightly 
exudative macules and a few small blisters. The duration of the eruption was 
three years. The patient had had a nasal operation in 1918 and an aural ‘infection 
in 1919. His teeth were examined and the infected ones removed. The patient 
was admitted to the hospital on May 12, because of chronic tonsillitis and chronic 
maxillary sinusitis. Tonsillectomy was performed. The tonsils were found to be 
enlarged and diseased. The eruption increased in severity, and on October 7 the 
patient was admitted to Presbyterian Hospital. His blood count showed no 
abnormality except that the number of leukocytes fluctuated from 6,700 to 10,000. 

From October 31 up to the present time the patient has been receiving desensi- 
tizing injections of staphylococcus toxin, without any improvement. 

At the present time the palms and soles show a diffuse redness and scaling 
and are studded with numerous small deep-seated vesicles and pustules. The 
eruption on the trunk and extremities is symmetric and consists of numerous 
vesicular and crusted lesions with a tendency toward grouping. On the body are 
larger patches up to the size of half a dollar with an impetiginous festooned and 
serpiginous berder and healed areas recognizable by faint erythema. On the scalp 
there are many small slightly crusted lesions. 

Cultures on March 23, 1938, failed to show Streptococcus, Monilia or Tricho- 
phyton. Culture of material from the left tonsil on March 30 showed a hemolytic 
streptococcus. Intradermal tests on April 13 showed the following results: with 
staphylococcus toxin a 1 cm. wheal with pseudopods and 2 cm. of erythema, and 
an infiltrated papule with 6 cm. of erythema after twenty-four hours; with strepto- 
coccus toxin a 0.5 cm. wheal, and no reaction after twenty-four hours; with a 
preparation of monilia, a negative reaction immediately and in twenty-four hours, 
and with trichophytin, a negative immediate reaction and after twenty-four hours 
a lcm. patch with vesicles and 1 cm. of erythema, Intradermal tests with staphylo- 
coccus toxin on October 18 again gave positive reactions. Prostatic massage 
yielded a normal secretion. 

The case is presented on account of the combination of pustular bacterid of 
the palms and soles (pustular psoriasis?) with a generalized vesicular crusted 
eruption on the trunk and scalp. 

DISCUSSION 


Dr. Louis Tutrpan: I should like to suggest the diagnosis of pemphigus. 
This man seems to present the end results of ruptured bullae. He has nothing in 
the mouth but has lost 30 pounds. I think that would ccincide well with the picture 
he presents today. I think a Pels-Macht test should be done and fluid from new 
bullae examined for eosinophils. Even the lesions on the scalp I think would fit 
in well with the diagnosis of pemphigus. Such lesions are often seen in cases of 
pemphigus. 
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Dr. J. GARDNER HopkINs: This patient is perhaps more interesting to those 
who have been watching him for many months than to the rest of the members. 
At times he has shown lesions much more suggestive of pemphigus than any 
he now presents. There have been small bullae which hung down with pus at the 
bottom as a lesion of pemphigus does. It is striking that if he assiduously applies 
methylrosaniline (gentian violet) the lesions on the body will clear. That is rather 
inconsistent with the idea of pemphigus. While that possibility is feared, I think 
it can be nearly excluded. At the same time, the recurrence of these lesions sug- 
gests that there is something more than a recurrent local infection of the skin, 
Obviously, removing the one accessible focus of infection and failing to cure the 
disease does not eliminate the possibility that other foci may be responsible for this 
condition. 

Dr. Paut Gross: The patient has been out of work for the past five or six 
months. When I first saw him he was delivering for a bakery. As Dr. Tulipan 
said, he has lost considerable weight and looks sick. I should say that the sym- 
metry of the entire eruption suggests a bacterid rather than a surface infection 
of the skin, although the character of the lesions on the trunk gives the impression 
of a cutaneous infection. In either case I am inclined to believe that through a 
focal infection or other factors this patient’s skin is being invaded by a strepto- 
coccus, but the invading organism has met with the reaction of a hyposensitive 
rather than a hypersensitive skin. This seems to be supported by the negative 
reaction of the skin to streptotoxin. One is reminded of the rare instances of 
widespread fungous infections with anergy to trichophytin, in which one meets the 
same therapeutic difficulties. 


Scleredema Adultorum (Buschke). Presented by Dr. Franx Vero. 


M. A. O., a girl aged 17, is presented from the Vanderbilt Clinic. Two and 
one-half years ago, after a severe sore throat with swollen lymph glands, the 
patient. became aware of stiffness and tightness of the skin of the neck and limita- 


tion of motion. There has been no previous cutaneous disease. Her health had 
always been good. 

From the chin to the chest the skin of the neck appears to be thickened and 
tight, but without any inflammatory changes. The skin is yellowish white. The 
furrows and folds of skin are not easily visible except in the creases of the neck. 
The consistency of the skin is hard, particularly in the deeper layers. No definite 
edema is present and no pitting. The skin cannot be folded or pinched between 
the fingers. 

Chemical examination of the blood showed 3.8 Bodansky units of phosphatase, 
2.6 mg. of inorganic phosphorus and 10.9 mg. of calcium per hundred cubic centi- 
meters. Urinalysis showed a 1 plus reaction for albumin but otherwise gave 
negative results. The Wassermann and the Kline reaction of the blood were 
negative. The basal metabolic rate was —4 per cent. On Jan. 31, 1939, roent- 
genograms of the forearms and hands showed no evidence of abnormality in the 
bones or joints. The tufts of the terminal phalanges were normal and showed 
no fragmentation, such as is found in scleroderma. 

Histologic examination showed slight hyperkeratosis, acanthosis and edema in 
the epidermis. There was dilatation of the superficial capillaries with perivascular 
infiltration of small mononuclear cells. The collagen bundles were separated from 
each other by clefts. No characteristic changes were seen in the elastic tissue 
fibers. Bundles of smooth muscle were surrounded by clear spaces, as were also 
parts of the ducts of the coil glands. The diagnosis was scleredema. 


DISCUSSION 


Dr. E. WitttAmM ApraAMowitTz: I am wondering about the subsequent changes 
which will take place in this disease, in comparison with scleroderma. I saw 4 
patient at the Israel-Zion Hospital, Brocklyn, a few years ago whose condition 
started in the same way, with a sore throat and grip. This was followed by the 
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appearance of indurated patches in the skin, apparently scleredema. The patient 
was a young girl, about 15 years old at the time. I had an opportunity to see 
her about three or four years later at the Skin and Cancer Unit of the New York 
Pest-Graduate Medical School and Hospital. She presented at the old affected 
areas depigmentation, some atrophy and telangiectasia, just like real scleroderma 
which has subsided. Therefore, I am wondering if there is any major difference 
between scleredema cf Buschke and true scleroderma. 

Dr. ApotpH RostensBerG: Is not the duration of this process unusual? Sclere- 
dema usually exists a few months and then clears up. This girl has had this 
condition for over two years. I believe this speaks against the diagnosis of 
scleredema and more in favor of scleroderma. Therefore, I ragher favor the latter 
diagnosis. 

Dr. J. GARDNER Hopkins: I shall confess I should not have recognized this 
condition unless the diagnosis had been pcinted out, but it seems to correspond 
well to the description of Buschke. The differentiation between the early stage 
of scleredema and scleroderma is not simply a matter of giving the correct name. 
It greatly affects the prognosis. Buschke’s syndrome in most cases has cleared 
up without much in the way of residua. As I understand it from Dr. Machacek, 
the histologic picture corresponded to Buschke’s scleredema and not at all to the 
early stages of scleroderma. One wonders if the case mentioned by Dr. Abramowitz 
might not have been one of scleroderma in the edematous stage if there was 
ultimate atrophy. If the diagnosis is correct in this case one can, it seems, give 
a good prognosis, in contrast to the hopeless prognosis of scleroderma. 

Dr. HERMAN GoopMAN: A child 9 or 10 years of age after sore throat and 
application of iodine had what was considered at the Presbyterian Hospital to be 
scleroderma. I followed that child for two or three years (J. Cutan. Dis. 36:210 
[April] 1918). ‘The condition cleared excellently. The only treatment was thyroid 
therapy. It is interesting to find in G. Lewin and J. Heller’s book (Die Sclero- 
dermie: Eine monographische Studie, Berlin, A. Hirschwald, 1895) mention of 
diffuse scleroderma following the application of iodine, particularly around the 
neck. This young woman said she had had iodine applied to the throat. 


Dr. FRANK VERO: Two years ago Dr. M. E. Pingitore and I had under 
observation an 11 year old boy with scleredema adultorum with involvement of 
the muscles (Am. J. Dis. Child. 54:322 [Aug.] 1937). At that time I reviewed 
the literature regarding scleredema. The disease is rather rare, and only about 
54 cases had been reported up to 1935. Since then a few additional cases have been 
reported in the American dermatologic literature. It is interesting to note that 
in most cases the disease starts after some infection, especially of the mouth and 
throat, and usually begins in the neck. The disease varies in its duration from 
a few months to a few years. In the case we reported it lasted only a few weeks 
and disappeared after pneumonia, which may be attributed to the effect of the 
fever and has been observed by other authors. The scleredema in this case is 
relatively mild. In some cases the condition is more severe and widespread and 
resembles scleroderma more than in this case. In most of the reported cases, 
except that of L. M. Maschkilleisson and L. A. Abramowitsch (Dermat. Ztschr. 
72:282 [Dec.] 1935), the hands were free. 


Chronic Panniculitis of Unknown Source (Weber-Christian Disease?) 
(Relapsing Febrile [?] Nodular Nonsuppurative Panniculitis). Pre- 
sented by Dr. G. F. MACHACEK. 


H. O. K., a man aged 35, presented from the Vanderbilt Clinic, states that 
three years ago he first noticed the appearance of lumps in the skin of the buttocks 
and thighs. These lumps seemed to appear in crops and were somewhat tender. 
The overlying skin appeared unchanged. The nodules greatly enlarged, grew 
firmer and after persisting for four or five months gradually disappeared. Others 
appeared at new sites. At no time was the patient free from these manifestations. 
However, he recalls no fever cr malaise. There is no history of trauma, injections 
of insulin, tuberculosis or the ingestion of iodides or bromides. 
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Examination on Nov. 3, 1938, showed deep-seated firm slightly tender discrete 
and confluent masses which varied in size from that of a walnut to that of , 
hen’s egg and were situated on both buttocks and the posterior and inner surfaces 
of both thighs. The skin showed no erythema or atrophy over the lesions py 
was somewhat thickened and fixed to the underlying tissue. A fibrous nodular 
lesion over the right elbow was said to have been present for ten years. 

Histologic examination of the skin and subcutaneous fat showed the lesion to 
be chronic panniculitis. A part of the epidermis was torn away, and the attached 
portion showed slight edema and acanthosis. The underlying corium was also 
slightly edematous and the site of a slight chronic inflammatory reaction. There 
were definite changes in the fat lobules. These consisted of a marked mononuclear 
infiltration. A proliferative replacement of fat was seen. The vessel walls of 
the fat lobules were thickened and showed a moncnuclear infiltration. There 
was decided edema. Many of the fat cells were huge. Scattered polymorphonuclear 
leukocytes were present. 

The Wassermann and the Kahn reaction of the blood were negative. Chemical 
examination of the blood showed 82 mg. of sugar, 44 mg. of nonprotein nitrogen 
and 178 mg. of cholesterol per hundred cubic centimeters. Tuberculin tests with 
dilutions of 1: 100,000 and 1: 10,000 gave negative results. 

The patient has been treated with generalized exposures to ultraviolet radiation 
once a week and is on a low fat diet. Under this regimen there have been rapid 
diminution in the size of the larger nodules and disappearance of the smaller ones, 
So far only one new transitory nodule has appeared. 

On Jan. 20, 1939, two deep-seated nodules appeared on the left buttock. On 
February 1 these lesions had coalesced and formed an infiltration 3 by 1 inch 
(7.6 by 2.5 cm.), which was painless and not tender. The overlying skin was 
unchanged. The posterolateral aspect of the left thigh showed a rounded deep- 
seated firm slightly tender infiltration, over which the skin had undergone no 
obvious change. On the right buttock, 2 inches cephalad and mesiad from the 
biopsy scar, a similar small lesion was seen. Another small deep-seated nodule 
of like character was situated above the posterior portion of the right iliac crest. 
Between January 20 and February 1, the patient apparently had had an acute 
febrile episode, which was called “influenza.” Unfortunately, at no time was the 
temperature taken. 


DISCUSSION 


Dr. Paut Gross: Some years ago Dr. Machacek and I had occasion to study 
a case of extensive relapsing nonsuppurative panniculitis. While the child was at 
the Babies Hospital, she showed crops of small lesions resembling erythema 
nodosum et multiforme, in addition to the deeply infiltrated plaques of panniculitis. 
Such an observation seems to suggest some relation between the two diseases 
and the importance of a careful search for focal infection. 


Rosacea-Like Tuberculid of Lewandowsky. Presented by Dr. Lewis 3. 
ROBINSON. 

A. S., a woman aged 33, is presented from the Vanderbilt Clinic, because oi 
an eruption involving the chin, cheeks and forehead, of six months’ duration. The 
eruption started underneath the chin at the end of the summer and gradually 
extended upward to the forehead. There was no itching or burning. When the 
patient was first seen there were small papules, with a few pustules scattered over 
the face. These were so numerous that they appeared to be almest confluent. 

Histologic examination (Dr. G. F. Machacek) showed as an outstanding feature 
of the sections small tubercles in the corium, apparently associated closely with 
pilosebaceous organs. Numerous epithelioid cells, giant cells and in some sections 
lymphocytes were present. There was also a scattered perivascular mononuclear 
infiltration, and many of the capillaries showed marked dilatation. The histologic 
diagnosis was tuberculosis cutis (rosacea-like tuberculid of Lewandowsky). 
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The patient was sensitive to old tuberculin in a dilution of 1: 1,000. She was 
given thirty-six injections of old tuberculin intracutaneously and subcutaneously, 
the dose being increased until at present it is 0.4 cc. of a 1: 10,000,000 dilution. 
Under this therapy the lesions became much flatter, but failed to disappear. For 
the past three weeks she has been given erythema doses of ultraviolet radiation 
three times a week, with further improvement. 


A Case for Diagnosis (Tuberculosis Cutis? Rosacea-Like Tuberculid?). 
Presented by Dr. Lewrs B. Rosrnson. 


E. G. P., a woman aged 29, is presented from the Vanderbilt Clinic, with an 
eruption on the face of four years’ duration. The patient had red patches and 
papulopustular lesions on the face, especially the cheeks, nose and chin, for four 
years. She was treated with sulfur ointment without success. Examination showed 
erythematous papules and pustules on the cheeks, nose and chin and erythematous 
thickened patches in the same locations. The skin was greasy but showed no 
comedos, There was slight pitting of the skin. The scalp showed heavy greasy 
scaling. 

Histologic examination (Dr. G. F. Machacek) showed inflamed cystic comedos 
surrounded by tuberculoid infiltration. In connection with a cystic inflamed large 
dilated keratin-plugged follicle there was a decided polymorphonuclear infiltration. 
Besides this, however, there was an intense epithelioid infiltration. A few giant 
cells were seen. The most rational explanation of the changes noted was considered 
to be the presence of an inflamed epithelial cyst with surrounding tuberculoid 
infiltration. Another biopsy specimen was requested, because it was thought still 
possible to consider the diagnosis of rosacea-like tuberculid of Lewandowsky. 

The patient was sensitive to old tuberculin in a dilution of 1: 1,000,000,000. She 
received thirty injections of the substance, the last dose being 0.1 cc. of a 
1: 1,000,000,000 dilution. Since October 1938 the eruption has been practically 
absent. 

DISCUSSION OF DR. ROBINSON’S PAPERS 


Dr. Marion B. SuLzpercer: It is difficult for me to make a diagnosis in these 
2 cases with certainty on the basis of the clinical characteristics. I think one must 
consider lupus miliaris disseminatus faciei in the second case. The individual 
lesions look like typical tuberculomas clinically, and histologically they showed 
typical fully developed tubercle structure. In the other case there is not much 
left to be seen. However, the tremendous sensitivity to tuberculin and the 
excellent response to tuberculin therapy are seen in many cases of rosacea-like 
tuberculid. Of all the tuberculids I know, the rosacea-like tuberculid is the one 
which responds best to tuberculin therapy, but even this type is not always benefited. 
The use of tuberculin as a nonspecific therapeutic agent for various dermatoses is 
old, but is by no means as effective for other dermatoses, including acne, as it is 
for rosacea-like tuberculid. 

Dr. SaMuEL M. Peck: It is obvious that dermatologists at present are rather 
prone to make the diagnosis of Lewandowsky’s rosacea-like tuberculid. Just a few 
years ago, if such cases had been presented, we should have tended rather to a 
diagnosis of lupus miliaris disseminatus faciei. I find great difficulty on purely 
clinical grounds in sharply differentiating the two conditions. It is known that 
lupus miliaris is a combination of tuberculid and tuberculosis. Histologically, this 
condition is one of the few cutaneous lesions with a classic structure of tuberculosis. 
In the second place, many physicians, including myself, have demonstrated tubercle 
bacilli directly in the lesion of lupus miliaris; thirdly, tubercle bacilli have been 
demonstrated by inoculation of guinea pigs. In spite of all this, the tuberculid part 
of the syndrome can be especially emphasized, because lupus miliaris has a tendency 
to undergo spontaneous remission. If one makes the diagnosis of lupus miliaris, 
one then automatically gives the patient a good prognosis. I think that it has 
proved confusing to the younger men in dermatology to have the type of lesions 
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which they have seen demonstrated as lupus miliaris labeled a few years later as 
Lewandowsky’s rosacea-like tuberculid. It can be argued that the real difference 
is one of allergic response of the skin to tuberculin or tubercle bacilli. In lupus 
miliaris there is usually a positive anergy—that is, when there is a tendency to a 
negative tuberculin reaction—probably because of the presence of anticutins in the 
blood serum. Attempts at such differentiation by saying that the Lewandowsky 
type of tuberculid does not have this tendency are really hair splitting, because 
it has been demonstrated that in as many as 50 per cent of cases of lupus miliaris 
there is a demonstrable hypersensitivity to tuberculin. The solution of the problem, 
I believe, lies in labeling all the lesions tuberculid and perhaps calling the various 
types by such names as lupus miliaris or Lewandowsky’s type of tuberculid, but 
not stressing the fact that when one makes such a diagnosis one is attempting 
to differentiate conditions which are as far apart as lupus vulgaris itself and 
tuberculid proper. 

Dr. J. GARDNER Hopkins: I wonder if that difference in the allergy may not 
be pretty fundamental. My impression is that in cases of typical lupus miliaris 
disseminatus faciei nodules are apt to be scattered and isolated and not grouped 
in areas of erythema, as in cases of Lewandowsky’s tuberculid. 

Dr. Georce M. Lewis: M. T. Van Studdiford has recently reported a series 
of 25 cases of acne vulgaris showing good results of tuberculin therapy (Arcu. 
Dermat. & Sypu. 38:737 [Nov.] 1938). This indicates, among other things, that 
the response following the administration of tuberculin ipso facto cannot be used 
as proof of the tuberculous nature of the process, unless one concludes that certain 
types of acne are of tuberculous origin. 


Lichen Sclerosus et Atrophicus. Presented by Dr. Lewis B. Rostnson. 


R. S., a woman aged 50, is presented from the Vanderblit Clinic, because of an 
eruption on the sides of the neck and the suprascapular region of one year’s dura- 
tion. The lesions are slightly pruritic when they first appear. 

Examination shows numerous small atrophic parchment-like plaques, discrete 
and coalescent, with grouped atrophic pearl white papules surrounded by a narrow 
zone of erythema. There are no other clinical abnormalities. At the site of biopsy 
the surrounding lesions seem to have regressed. For this reason, rather superficial 
destruction of the lesions was attempted as a therapeutic measure. 

The histologic diagnosis (Dr. G. F. Machacek) was lichen sclerosus et 
atrophicus. The sections showed hyperkeratosis and atrophy of the epidermis. 
A zone of corium just beneath the epidermis showed degenerative changes. This 
zone varied in width and stained palely, and fine fibrils and dilated capillaries were 
noted. Below this zone were areas of focal chronic inflammation. An occasional 
atypical giant cell was present. The other cells were small mononuclear leukocytes. 
These foci of inflammatory reaction appeared to be in close relation to nerve 
bundles. The sections showed changes which were more nearly related morpho- 
logically to lichen sclerosus et atrophicus than to scleroderma. Further sections 
showed changes typical of lichen sclerosus. 


Idiopathic Multiple Hemorrhagic Sarcoma of Kaposi. Presented by 
Dr. Paut Gross. 

R. A., an Italian man aged 50, is presented from the Vanderbilt Clinic for 
Dr. Marie Karelitz. His eruption was first noted two years ago, when a lesion 
appeared on the upper left quadrant of the abdomen. At the present time there 's 
a bluish red infiltrated elongated plaque covered with glossy skin, with telangiectases 
in the center. About four months ago on the anteromedial aspect of the right leg 
a few discrete plaques 1 by 2 cm. appeared. These lesions were yellowish red 
and slightly infiltrated. On both thighs are bean-sized more infiltrated bluish 
nodules 2 by 1.5 cm., covered with brownish red glossy skin. On the right sole 
there are a few pea-sized bluish infiltrations. For the last few weeks a maculo- 
papular bluish red eruption has appeared along the shins. 
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The patient gives a previous history of typhoid fever at the age of 20, malaria 
at the age of 25 and a chancre at the age of 28. He has been under treatment for 
cerebrospinal syphilis since 1937. On June 8, 1938, the Wassermann reaction of 
the cerebrospinal fluid was 3 plus. Chemical examination of the blood on Jan. 6, 
1939, showed 88 mg. of sugar, 35 mg. of nonprotein nitrogen, 19 mg. of urea 
nitrogen and 234 mg. of cholesterol per hundred cubic centimeters. A blood count 
showed 93 per cent hemoglobin, 4,510,000 red cells and 4,900 white cells, with a 
differential count of 46 per cent polymorphonuclear leukocytes, 37 per cent small 
and 4 per cent large lymphocytes, 11 per cent mononuclear cells, 1 per cent baso- 
phils and 1 per cent eosinophils. 

Histologic examination of a lesion removed from the right thigh showed 
Kaposi’s sarcoma. The epidermis showed no outstanding features. The corium 
was the site of some increase in fibroblastic elements. Focal infiltration of plasma 
cells and an angiomatous proliferation of the vessels were noted. Hemorrhage and 
deposition of hemosiderin were also present. The berlin blue reaction was elicited. 


Tuberculosis of the Mucous Membrane of the Mouth. Presented by 
Dr. Puitie LowEnFisH. 


F, W., a Negress aged 20, is presented from the Vanderbilt Clinic. She was 
previously presented before the section on Dec. 3, 1935 (ArcH. Dermat. & SyPH. 
34:313 [Aug.] 1936). 

The patient’s father and 1 sister died of tuberculosis, and another sister had 
tuberculous adenitis. When the patient was 9 years old an ulcer of the leg and 
inguinal adenitis developed and were diagnosed as tuberculosis on histologic exami- 
nation at Bellevue Hospital. At the age of 14 years she was seen at the Vanderbilt 
Clinic, with a granuloma involving the soft palate, uvula and tonsillar area, an 
ulcer in front of the left ear and an ulcer over the lumbar region of the spine. 
Biopsy of specimens taken from the uvula and the back showed tuberculosis. 
Inoculation of a guinea pig gave positive results. An intradermal tuberculin test 
was positive with a dilution of 1: 100,000. Repeated Wassermann tests, including 
a provocative test, gave negative results, except for a 2 plus reaction with choles- 
terolized antigen obtained on two occasions. The Kline test gave a negative result 
one week ago. 

At the present time the ulcers on the leg and the cheek have healed. The palate 
is adherent to the retropharynx but shows no evidence of activity. On the other 
hand, new small granulomas have appeared on the gums. There is a chronic 
discharge from the nose, and a few acid-fast bacilli were found in washings from 
the antrum. 

Numerous forms of treatment have been tried, including a long course of tuber- 
culin and salt-poor diet. The palatal lesion has improved strikingly during 
treatment with mercuric salicylate, which may have been a coincidence. 

The patient has an unusual type of chronic and relatively benign tuberculosis 
of the mucous membranes which is difficult to classify. 


Report on a Case of Malignant Melanoma. Presented by Dr. AsRAHAM 
Watzer, Brooklyn. 


_A. H., a woman aged 37, was presented before this section on Dec. 6, 1938, 
with a diagnosis of malignant melanoma of the face (ArcH. Dermat. & Sypu. 
39:739 [April] 1939). 

At a subsequent presentation of the patient before a meeting of tumor specialists 
there was a difference of opinion, some specialists favoring the diagnosis of mela- 
noma and others that of cyst. At another dermatologic meeting the diagnosis of 
melanoma was accepted. 

The mass was excised in the early part of January 1939, at the Jewish Hospital, 
Brooklyn. It was found to be adherent to the periosteum. When an attempt was 
made to remove it, the mass collapsed. It was a cyst. Histologic examination 
showed a cyst of the sweat glands. The section is presented this evening for 
examination, 
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DISCUSSION 


Dr. Eucene F. Traus: This case interests me much indeed, as for some time 
I have been making a study of cases of melanoma. I felt that Dr. Walzer’s case 
would prove to be one of hydrocystoma, but a peculiar coincidence took place 
directly after his presentation at the last meeting. A patient came to the skin 
and cancer unit of the New York Post-Graduate Medical School and Hospital with 
a lesion identical both as to lecation and size with the one Dr. Walzer’s patient 
presented, so that at first I thought the patient was the same. The lesion was 
removed immediately and was found to be hydrocystoma. It is peculiar that jn 
2 cases observed so closely together the lesions could be so nearly identical, 
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Bromoderma of the Right Arm at the Sites of Injections of Insulin. 
Presented by Dr. E. Witt1AM ABRAMOWITZ. 


Mrs. M. B., aged 57, of Russian-Jewish extraction, was discovered to have 
diabetes and admitted to Bellevue Hospital. During a stay of three weeks she 
received daily injections of insulin in both arms. Before this, some time in January 
of this year, she had taken a mixture of various salts of bromide for a nervous 
disturbance. The eruption began to appear as soon as injections of insulin were 
started, about three weeks ago. The lesions are quarter sized and consist of 
papulopustules with a crusted center. They are all located on the outer side of 
the right arm. Although similar injections had been made into the left arm, only 
a few pinhead-sized pustules are presented there. The bromide medication was 
discontinued about one week ago. 

DISCUSSION 


Dr. Georce M. MacKee: The interesting point about this bromoderma is that 
it developed at the site of traumatism, which perhaps indicates that the injury may 
have caused the deposit of bromine because of a local lack of resistance. 

Dr. IsAporE RosEN: One might explain the occurrence of these lesions of 
bromoderma at the site of the injections of insulin by the fact that the treatment 
was given too superficially in the subcutaneous structures, thereby producing a 
local reaction and giving rise to a point of lowered resistance. It might be worth 
while to give the patient deeper injections and note whether any lesions appear. 

Dr. E. Witttam ApBrAMowiItTz: It is interesting to note that there are one or 
two small lesions which might possibly be interpreted as beginning bromoderma 
on the left arm. I do not recall any report of a similar phenomenon after any 
other type of injecticn. It is known that injections of insulin have caused 
lipodystrophy and lipomatoses, which points to the fact that insulin may be 
irritating to the tissues. Most diabetic patients make the injections themselves. 
I should not be surprised to find it less irritating to inject insulin intramuscularly 
rather than intracutaneously. 


A Case for Diagnosis (Pigmentation). Presented by Dr. E. WitiaM 


ABRAMOWITZ. 
A. D., a boy aged 10 years, of Italian parentage, came to the Skin and Cancer 
Unit of the New York Post-Graduate Medical School and Hospital in January 
1939, with an eruption on the upper and lower left eyelids of two and a half years 
duration. 
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On the left eyelids there is brown pigmentation with irregular borders. The 
patient states that about four years ago he had drops instilled into the left eye. 
His mother confirms this but is not sure how long they were used. 

Histologic examination at the Manhattan Eye, Ear and Throat Hospital showed 
slight hyperplasia of the horny layer. There were a few pigmented cells in the 
cutis. 

The patient takes “castoria” and “ex-lax.” The administration of these prepara- 
tions separately on several occasions produced no flare-up. 

Stillian’s mixture (equal parts of 2 per cent potassium ferricyanide and 12 per 
cent sodium thiosulfate), 0.1 cc., was injected intracutaneously into the pigmented 
area of the left upper eyelid, but no blanching developed. 


DISCUSSION 


Dr. Davip L. SATENSTEIN: It would be easy to establish the presence of 
argyria by microscopic study of stained section or dark field micrescopic study 
of an unstained section, since argyria has a characteristic picture. 

Dr. E. WitttamM ApraAmowitz: Fixed drug eruption cannot be ruled out just 
because the eruption did not flare up after the administration of the drug. That 
procedure has to be repeated several times. 


Xanthoma Tuberosum Multiplex in a Child. Presented by Dr. Davin 

BLoom. 

G. T., a boy aged 7 years, born in the United States of Greek parents, is 
presented from the Skin and Cancer Unit of the New York Post-Graduate Medical 
School and Hospital. The patient has not had any other illness except varicella 
four years ago and measles three years ago. The tonsils were removed three 
years ago. At that time the present eruption started to develop, appearing first 
on his left elbow. 

On each elbow there is a group of firm pea-sized yellowish nodules, rising 
above the skin. There is a scar on the left elbow, the result of partial surgical 
removal of the lesions. Similar lesions, discrete and smaller, are located near 
the left elbow, on the webs of both thumbs and index fingers, on the outer part 
of the right popliteal space and over both achilles tendons. On the inferior part 
of the left buttock is a firm hazelnut-sized nodule. On the posterior surface of 
each ear there is a flat yellowish plaque the size of a 5 cent piece. 

General examination did not reveal any enlargement of the liver or spleen or 
any other gross abnormality. A roentgenogram cf the chest showed a spherical 
heart of a type suggesting mitral disease and slight old root branch thickening 
in the lungs, but no other abnormality. A roentgenogram of the skull showed a 
relatively small sella turcica and moderate developmental asymmetry of the skull, 
but no other change. Examination of the urine gave negative results. The 
Wassermann reaction of the blood was negative. Chemical examination of the 
blood revealed 70 mg. of sugar and 440 mg. of cholesterol per hundred cubic cen- 
timeters of blood. Histologic examination confirmed the diagnosis of xanthoma. 
The family history was essentially irrelevant except that the mother had 4 mis- 
carriages following the birth of 5 living children. 


DISCUSSION 


Dr. Georce M. MacKee: Attention should be called to the unusual lesions 
behind the ears—the xanthelasma-like lesions. Xanthoma tuberosum multiplex is 
less common in children than in adults. 

Dr. Davi BLoom: In looking over the literature on xanthoma I have found 
many cases of xanthoma tuberosum in children and in infants. Also, the com- 
bination of xanthoma tuberosum with xanthelasma seems not to be as rare as it is 
usually thought. Opinions on the effect of dietary treatment differ widely; while 
~~ have reported decrease in size and disappearance, others have seen 
no effect. 
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Pityriasis Lichenoides Chronica. Presented by Dr. Max Scueerr, 

E. S., a child aged 5 years, came to the Skin and Cancer Unit of the New York 
Post-Graduate Medical School and Hospital on Feb. 7, 1939, with an eruption of 
three years’ duration. 

The patient presents an eruption involving the face, neck, upper and lower 
extremities, back and chest. There are numerous erythematous flat slightly scaly 
discrete and ccnfluent lesions varying in size from that of a pinhead to that of 
a millet. There are also slightly raised millet-sized erythematous papules. No 
evidence of pruritus or excoriation is present. 

The histologic examination showed parapsoriasis. 


DISCUSSION 


Dr. Georce M. MacKee: I agree with the diagnosis. The unusual feature js 
the age of the patient. 

Dr. E. Witttam AsramowitTz: As the condition is resistant to treatment, | 
should suggest the trial of 30 to 40 per cent sulfur in petrolatum. A patient now 
under such treatment is apparently improving. 

Dr. Max ScuHeer: In the few cases I have observed, I never succeeded in 
making the eruption disappear. 


Tinea Amiantacea. Presented by Dr. Greorce M. Lewis. 


J. Z., a woman aged 26, came to the Skin and Cancer Unit of the New York 
Post-Graduate Medical School and Hospital on Feb. 11, 1939, with an eruption 
on the scalp which she had noted first six months previously. 

On the vertex of the scalp is a patch the size of a silver dollar in which groups 
of hairs are bound together by whitish dry scales. There is no visible alopecia 
and no broken hairs. The cutaneous surface of the patch is scaly, but the remain- 
ing portions of the scalp appear normal. 


DISCUSSION 


Dr. E. Witttam Apramowitz: In this case the disease is probably early, 
because fully developed tinea amiantacea shows asbestos-like scaling confined to 
the scalp, with no involvement of the hair shaft itself. 

Dr. Georce M. MacKee: I agree with the diagnosis, but the condition has 
to be differentiated from psoriasis and seborrheic eczema. So far as therapy is 
concerned, I have had best results with strong concentrations in ointment form 
of either ammoniated mercury or sulfur. I have used mostly ammoniated mercury 
in a concentration of 33 to 50 per cent. 

Dr. Max ScHeer: In the few cases in which I treated this disease I have 
not found it obstinate to therapy. Application of ammoniated mercury and frequent 
shampooing worked well. My impression is that the condition is seborrheic eczema 
of the scalp. 

Dr. Georce M. Lewis: In another instance of this disease a favorable effect 
was obtained by the use of an ointment containing 10 per cent xylene. Recurrence 
is common after apparent cure by any type of therapy. The white fluorescence 
noted when the matted hairs are examined under filtered ultraviolet rays should 
not be confused with the greenish tint to be noted from a similar examination of 
hairs infected by Microsporon. 


Cornu Cutaneum. Presented by Dr. Paut E. Becuert. 


J. F., a woman aged 41, states that she has had a lesion for two years, and 
that it has grown larger in that time. On the left little finger there is a hornlike 
growth protruding at a right angle to the finger. The growth ends in a horny 
tip and is 1.5 cm. long. There is no clinical evidence of malignant change at its 
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base. A cutaneous horn without clinical evidence of malignant change in that 
location and in a woman aged 41 with no evidence of keratosis or seborrhea on 
any part of her body is unusual. 


DISCUSSION 


Dr. E. WittraMm AsrAMowiTz: Cornu cutaneum often shows a basal cell 
epithelioma at the base. 

Dr. Georce M. MacKee: In patients who have reached the cancer age, i. e., 
the fourth decade, about 25 per cent of cutaneous horns eventuate in epithelioma, 
usually of the squamous cell type. 

Dr. Davin L. SATENSTEIN: Occasionally the malignant neoplasm at the base 
does not develop until the entire lesion becomes cornified. As long as the tip only 
is cornified and the rest is soft, there is not much change in the base. Most of 
the epitheliomas described with cornu cutaneum have been of the prickle cell 
rather than the basal cell variety. 

Dr. Paut E. Becuet: The case was presented because of the unusual location, 
the absence of any clinical evidence of malignant change and the comparative youth 
and sex of the patient. Cutaneous horns are much more frequently observed in 
elderly men, mestly sailors, laborers and farmers exposed to actinic rays. 


Naevus Pigmentosus et Pilosus. Presented by Dr. ANTHONY C. CIPOLLARO. 


M. F., a woman aged 29, came to the Skin and Cancer Unit of the New York 
Post-Graduate Medical School and Hospital on Feb. 8, 1939, because of a lesion 
on the left cheek which had been present since birth. The lesion is about 1 cm. 
in diameter and slightly raised, contains hair and has a peculiar gun metal color. 
In this area there have been several tiny pustular lesions. The patient is presented 
for suggestions as to therapy. 

DISCUSSION 


Dr. Georce M. MacKee: I think the lesion is a pigmented verrucous nevus, 
and while I do not think it is particularly dangerous, there is a dangerous poten- 
tiality in every lesion of that sort. I think the best treatment would be excision 
by scalpel. 

Dr. J. FRANK Fraser: Hairy brown moles seldom if ever undergo malignant 
transformation. When a primary lesion of melanoma cannot be found in the skin 
or eye one shculd suspect location in the adrenal glands, pia mater or intestinal 
tract. Primary melanoma occurs in the rectum, but more commonly in the horse 
than in man. 


A Case for Diagnosis (Xanthoerythroderma Perstans). Presented by 
Dr. IsaAporE ROSEN. 


B. B., a man aged 23, came to the Skin and Cancer Unit of the New York 
Post-Graduate Medical School and Hospital on Feb. 1, 1939, with an eruption on 
the lower extremities of three years’ duration. 

On both lower extremities, mostly on the outer surfaces, there are coin-sized 
to palm-sized lesions. These are yellowish red to brown, flat and nonscaly; some 
are sharply defined, and others have an indefinite border. On pressure with a 
glass slide the red fades and a brownish color remains. Ne itching is present. The 
condition has been present for the past three years. The lesions are stationary and 
do not enlarge. 

_Examination of the urine gave negative results. Histologically there is super- 
ficial dermatitis, but a definite diagnosis is not possible. The findings suggest 
early Schamberg’s disease. 

A complete blood count showed 15.6 Gm. of hemoglobin, 5,000,000 erythrocytes 
and 6,600 leukocytes with a differential count of 48 per cent polymorphonuclear 
leukocytes, 46 per cent lymphocytes and 1 per cent eosinophils. 
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DISCUSSION 


Dr. Davin L. Satenstetn: I did not make a diagnosis of Schamberg’s disease. 
I said I noted a picture similar to Schamberg’s disease. I could not fit the con- 
dition in with any definite clinical entity. I think it is a vascular disease asso- 
ciated with considerable pigmentation. It does not suggest xanthoerythroderma 
perstans. Microscopically there was no hemorrhage and no pigmentation. 

Dr. Georce M. MacKee: I do nct see how the condition could be Schamberg’s 
disease with lesions on the arms and wrists. It is not Majocchi’s purpura either. 
The best I can do diagnostically is to call it essential purpuric telangiectasia, due 
possibly to bacterial toxemia. 


Prickle Cell Epithelioma. Presented by Dr. Pau E. Becuer. 

W. M., a man aged 35, presents a shiny raised freely movable greatly indurated 
button-like lesion about 2.5 cm. in diameter just above the right eyebrow. He 
first noticed it six years ago on an old scar of varicella. It was thoroughly 
electrodesiccated. It recurred two years later, at which time the patient applied 
to the Skin and Cancer Unit of the New York Post-Graduate Medical School and 
Hospital for relief. It was again electrodesiccated, and three weeks later 5 skin 
units (1,500 roentgens) of unfiltered roentgen rays was administered. On Jan. 31, 
1939, the patient returned to the clinic with a recurrence. 


Nore.—Biopsy later showed prickle cell epithelioma. 


DISCUSSION 


Dr. J. FRANK FRASER: This lesion may be an example of the infiltrating 
type of basal cell carcinoma. The clinical features are those of a basal cell 
growth. These tumors sometimes recur after irradiation. While as a rule they 
are extremely radiosensitive, there are exceptions to this rule. When the per- 


iosteum is involved, as it may be in this case, radiotherapy would be contrain- 
dicated. To determine the exact nature of this growth, biopsy secticns should be 
studied. 

Dr. Georce M. MacKee: A basal cell epithelicoma can be radioresistant when 
mixed with scar tissue or sclerotic tissue or when involving the periosteum or 
cartilage. Nevertheless, when an epihtelioma is radioresistant, one should suspect 
that the lesion is either a squamous cell or a basosquamous cell neoplasm. As 
basal cell epitheliomas seldom develop in scar tissue, this is most likely a squam- 
ous cell growth. The proper procedure is excision by scalpel. 

Dr. Witpert Sacus: The picture is masked by a scar; the scar preceded 
the lesion. Therefore it is a Marjolin warty ulcer, in which one may see either 
a prickle cell or a basal cell epithelioma. The only way to make a diagnosis as 
to the type of epithelioma present is by biopsy. 

Dr. Georce C. ANpREws: A roentgenogram of the skull might show some 
rarefaction of the bone, which might come from involvement by the epithelioma 
or from roentgen treatment. Radionecrosis of the bone is a fact to be considered 
in the treatment. The location of the lesion is much in favor of the basosquamous- 
cell type. 

Dr. Isapore Rosen: I believe the results are better when the lesions are 
thoroughly removed by electrodesiccation and curettage or the latter alone, followed 
by prophylactic rcentgen therapy, than when roentgen rays are used alone, unless 
the Coutard method is used. 

Dr. Antony C. Crrottaro: Statistics gathered from different parts of the 
world show that recurrences take place in a small percentage of cases of basal 
cell epithelioma, regardless of the method used in treating them. 
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Dr. Davin L. SATENSTEIN: As the neoplasm was thoroughly destroyed, this 
lesion is not a recurrence. It is a growth at the margin of the scar, where the 
tissue is potentially of the same type as the tissue where the neoplasm formerly 
was. It is a new lesion in the sense of a continuation of the process. The sur- 
rounding tissue should always be destroyed as well as the neoplasm itself. 


Dr. GeorceE M. MacKee: First of all it is advisable to select the best method 
of treatment in a given case. With adequate therapy one ought to get permanent 
cures of at least 90 per cent of basal cell epitheliomas. Some of the recurrences 
might be of the type mentioned by Dr. Satenstein, but I know that there are real 
recurrences, because thirty years ago I treated epitheliomas in various ways— 
by roentgen irridiation, electrodesiccation and the Sherwell method—and after 
obtaining a clinical cure I would remove the scar and still find nests of basal 
cells. I have seen such nests in scar tissue many years after treatment. 


Dr. Paut E. Becuet: In my opinion, the course and appearance of the 
lesion is that of prickle cell epithelioma. There is a boardlike induration, the whole 
lesicn presenting the classic shiny button-like appearance so common in the 
prickle cell type. I do not believe there is any involvement of bone, as the lesion 
is freely movable. I am so much in favor of curettage that it invariably forms 
an important part of my technic in the removal of malignant growths. After 
thorough electrocoagulation during anesthesia with procaine hydrochloride. I ener- 
getically curet away the coagulated mass with a curet of razor-like sharpness. The 
entire floor of the wound is then electrodesiccated with a strong spark, until the 
entire surface is carbonified, after which from 2 to 3% skin units (600 to 1,050 r) 
of unfiltered roentgen rays is given in a single dose. The results have been excel- 
lent in relation to both cosmetic appearance and permanence of cure. 


Traumatic Dermatitis. Presented by Dr. Maurice CosTeLto. 


E. K., a man aged 40, has had an eruption on both legs and the lower parts of 
the thighs for the past month. It is confined to the skin directly overlying the 
visible varicose veins and consists of a linear erythematosquamous pruritic erup- 
tion following all the tortuosities of these vessels. : 


DISCUSSION 


Dr. Paut E. Becnet: I agree with the diagnosis. The lesions have been 
caused either by the application of some irritant te relieve itching and pain in the 
varicosities or by some other form of trauma. 


Dr. Grorce C. ANDREWS: This condition does not look like eczema to me. 
It appears to be a degenerative change under the skin—possibly mucinous cr lipoid 
degeneration. 


Dr. E. WittraM AprRAMowiTz: A patient now at the Skin and Cancer Unit 
of the New York Post-Graduate Medical School and Hosptal has classic amyloi- 
dosis of the legs, with no lesions over some of the superficial crural veins. 
Pigmentation along the course of the vein may follow phlebitis after an intra- 
muscular injection of a bismuth preparation. Sclerosing injections into the varicose 
veins may produce pigmentation along the varicosities, explainable by some peculiar 
disturbance in the sympathetic supply of the veins themselves. I think the case 
Presented is one of dermatitis haemostatica limited to the skin over the varicosities. 


Dr. Maurice CostetLo: This man states that his legs were practically normal 
With the exception of the varicosities until one month ago; since that time he has 
had to walk four miles three times a day. I believe that the eruption is traumatic, 
Owing to the friction of his trousers against the most elevated surfaces of the legs, 
which are over the varicose veins. 
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A Case for Diagnosis (Macular Atrophy?). Presented by Dr. Earte R. Pace. 


Mrs. J. W., a moderately dark Negress aged 36, has been under observation 
for three months because cf an atrophic eruption of the legs, thighs and wrists, 
She noted the first lesion on the wrist about five years ago, and states that the 

eruption soon became apparent on the legs and gradually extended to the thighs and 
. wrists. She states that there has been no redness, hardness, roughness, ulceration 
or abnormal sensation at any time in the evolution of the atrophic lesions. 

The eruption consists of sharply demarcated atrophic circles or ovals varying 
in size from that of a small pea to that of a small coin. They are mostly discrete, 
but in some profuse areas on the legs they are coalescent, forming patches 
with polycyclic outlines closely resembling the scarring of late syphilis. 
The eruption is bilateral, roughly symmetric and most profuse from the ankles to 
the knees, becoming more sparse as it extends proximally on the thighs, where it 
predominates on the extensor surfaces. There are only a few lesions on the wrists. 
The trunk, face, neck and mucous membranes are clear. The individual lesion js 
smooth, soft and slightly depressed, with nowhere any suggestion of bulging or 
herniation like that seen in primary macular atrophy. Depigmentation varies from 
complete, in an occasional tiny spot, to slight, but in general the brownness is per- 
haps 50 to 75 per cent as intense as the patient’s normal color. Occasionally a 
somewhat adherent scale is seen in the center of the larger circles. 

According to the history there had never been symptoms or any appearance 
other than that now shown. The Kahn reaction of the blood was negative; the 
urine was normal, and blood counts revealed only a high red cell count (5,700,000). 

Histologic examination by Dr. M. R. Caro showed the epidermis to be thin and 
flattened. The corium was relatively avascular and contained many densely packed 
thickened collagen fibers, which stained poorly. Elastic fibers were absent. The 
deeper blood vessels showed thickening of the walls. 


DISCUSSION 


Dr. M. H. Exsert: In examining the patient carefully I think I saw in at least 
two places on the thighs in the center of an atrophic macula an area perhaps 4 or 
5 mm. wide where there seemed to be a definite infiltrate and slight roughening. 
Due to that fact, I should be inclined to classify this conditicn not with the macular 
atrophies of undetermined origin but as scleroderma or morphea. The histologic 
picture would fit in with the late stage of morphea. I think biopsy of one of 
these small areas I have described might be helpful in the diagnosis. 

Dr. M. J. Reuter, Milwaukee: I offer the diagnosis of lichen sclerosus et 
atrophicus because of the suggestive keratotic plugging in some of the patches. The 
distribution, however, is against this diagnosis, and I do not recall ever seeing this 
condition in a Negro. 

Dr. A. W. Srittrans: I noted the annular type of the eruption. I think it 
might be neurodermatitis or lichen sclerosus et atrophicus. 

Dr. F. E. Senear: I think Dr. Ebert’s diagnosis of localized scleroderma fits 
better than anything else. However, there are some interesting features: On close 
observation one will see that in most of the lesions there is a dark center, which 
if scratched appears as a scale, which is not apparent on gross examination. I 
thought of lichen planus sclerosus et atrophicus. There is definite plugging in 
some of the follicles, but not of the type seen in the disease mentioned. Further- 
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more, aside from the unusual location there are no small lesions of the type which 
become confluent and form patches. I thought of lichen planus with atrophy 
as another possibility, but I do not think without any active lesion that diagnosis 
can be substantiated. There was a suggestion of infiltration, at the margin of 
some of the lesicns, and where that was present the color was distinct and slightly 
translucent, which would fit in more properly with localized scleroderma than 
anything else. 

Dr. Louis A. Brunstinc, Rochester, Minn.: I think the interpretation of the 
histologic picture depends to a certain extent on where the specimen is taken. As 
more sections are made or another biopsy specimen taken in one of these atrophic 
zones there may be more evidence in favor of lichen sclerosus et atrophicus. The 
location is unusual. I think careful examination of the mucous membrane around 
the vulva should be made, and the patient should be observed for the development 
of papules of lichen planus. 

Dr. Earte R. Pace: I have more or less abandoned consideration of all the 
white spot diseases except morphea. The biopsy specimen was taken to include 
the slightly scaling central patch, but I believe it was not sectioned to include 
that central portion. 


Multiple Acquired Keratotic Angiomas Developing into Granuloma Pyo- 
genicum. Presented by Dr. S. W. Becker and Dr. M. E. OBERMAYER. 


D. L., an Italian housewife aged 41, was first seen on Feb. 1, 1939, complaining 
of a small papule on the left middle finger of three months’ duration. The lesion 
started in a way similar to that of others which she has on other fingers, but it 
began to grow and bleed whenever she traumatized it. No subjective symptoms 
were present. The patient had carcinoma of the cervix and chronic cholecystitis 
and chronic cholelithiasis in 1935. In 1938 cholecystectomy and appendectomy were 
performed. The patient feels well and is able to work. The family history is 
irrelevant. Physical examination gave negative results. There was no history 
of chilblains. The Wassermann and the Kahn reaction of the blood were negative. 
A blocd count and urinalysis showed no abnormality. 

On the radial side of the middle and fourth right fingers, as well as on the 
radial side of the fourth left finger, there are pinhead-sized bluish red lesions which 
are barely elevated and do not pale completely on diascopic pressure but exhibit 
a central dark point. The lesion on the left middle finger shows a small elevated 
granulomatous and reddish tumor the size of a pea, resembling granuloma 
pyogenicum, This lesion as well as one of the early lesions was sectioned for 
microscopic examination, and slides are presented. 

On her return today the wound from biopsy of the early lesion has healed 
completely, whereas that of the lesion on the left middle finger has not healed, 
and the tumor has grown slightly, presenting again the clinical features of granu- 
loma pyogenicum. 

DISCUSSION 


Dr. THEoporE CornsLeet: I find it difficult to conceive of these tiny initial 
lesions as granulomas—at any rate, pyogenic granulomas. They present no 
evidence of trauma and seem to arise spontaneously. On the other hand, the 
large one on the left little finger shows considerable evidence of inflammation. 
The large areola around the actual lesion would speak for an added infection. I 
did not see any keratosis in any of the lesions. While not all angiokeratomas are 
keratotic, a few of a group would be expected to be. 

Dr. Harry M. Hence: I should like to see the result of puncturing one of 
the criginal lesions with the electric cautery to see whether the destruction there 
would produce granuloma pyogenicum or whether the lesion would be entirely 
destroyed, as in the case of keratoma. 

Dr. F. E. Senear: Angiokeratomas are rare. All those I have seen, some 
years ago, occurred in persons with poor peripheral circulation and cyanosis who 
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complained that the hands and feet became cold readily. All the angiomas, some 
of which were keratomatous and some not, first developed on the distal phalanges 
and were present on the tips of the fingers and toes. On the basis cf that 
experience this picture does not impress me as true angiokeratoma. The lesions 
clinically seem to be much like those simple telangiectases on the face which when 
of proper size and shape are classed as naevus araneus. I think these lesions 
are some type of telangiectases, but I should hesitate to classify them as 
angiokeratomas. 

Dr. M. E. OperMayer: This case presents two problems: 1. Whether the 
original lesions are angiokeratomas or simply acquired keratotic angiomas. The 
absence of intraepidermal lacunas in the section is in favor of the latter, as js 
the clinical absence of chilblains. On the other hand, histclogic features, such 
as the epidermal hypertrophy and the changes in the corium consisting of vascular 
spaces and of leukocytic infiltration, are compatible with the former. 2. Whether 
the granuloma pyogenicum-like lesion actually represents a change which the 
angioma has undergone. There is a possibility that ordinary granuloma pyogenicum 
has developed at the site of one of the angiomatous lesions without inherent con- 
nection between the two conditions. 


Rupioid Psoriasis. Presented by Dr. THEoporE CornBLeet and Dr. Henry C. 
Scuorr (by invitation). 

G. D., a white man aged 51, has had an eruption on the groins, genitocrural 
area and axillas for two months, The lesions are fairly sharply defined oval coin- 
sized scaly crusts, which cover superficial erosions. The eruption is symmetric, 
without subjective symptoms and with no inflammatory areolas. The patient 
states that he has had two similar eruptions, one a year ago and the other last 
summer. They lasted for two weeks; the first eruption was generalized. Numerous 
faint pigmented macules remain as evidence of this generalized eruption. He shows 


symptoms and signs of cardiac trouble, such as difficulty in catching his breath 
after exertion and edema of the ankles on standing. He took a bismuth preparation 
for his heart condition twice at the time of his eruptions and is certain that he did 
so after the eruptions were already present. He did not take the bismuth prepara- 
tion at the time of his eruption last summer. He denied taking any other medicines 
or drugs. 

Histologic examination showed the eruption to be psoriasis. 


DISCUSSION 


Dr. Lester M. Wreper, Milwaukee: The case is interesting chiefly because 
it would be difficult to make a diagnosis of psoriasis from the cutaneous lesions 
at this time. The lesions still present suggest healing pyoderma rather than 
psoriasis, and clinical diagnosis must depend on the unusual changes. 

Dr. M. H. Exsert: About two years ago Dr. Slepyan and I saw a young man 
in one of the medical wards who was suffering from an attack of acute arthritis. 
A large number of lesions of the type shown by this patient developed, with an 
exudative psoriatic eruption. When the arthritis quieted down the eruption cleared. 
Histologically it was similar to the picture present today. We interpreted that 
as being a toxic basis and similar to keratoderma blennorrhagicum. We could not 
find any evidence that the patient had ever had gonorrhea or that there was latent 
gonorrhea. The blood test was negative. This eruption is psoriasiform, as 
shown by the histologic picture, but I should be inclined to classify it as an erup- 
tion of toxic type following some focus of infection. 

Dr. THEopoRE CornBLEET: This patient’s condition was a diagnostic problem 
from the beginning. He showed a faint Auspitz sign the first time we saw him. 
Histologic examination of one of the lesions showed changes characteristic of 
psoriasis. 
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Keloid Following Operation for Mastoid. Presented by Dr. Harry M. 

HEDGE. 

G. H., a Negress aged 10 years, was operated on in 1934 for a mastoid infection 
on the left side. The wound healed in normal time, but in 1935 signs of a beginning 
hypertrophic scar were noted. The mother states that the growth began about 
two months after the operation. The patient was lost sight of until November 
1935, when a large growth back of the left ear caused her to return to the clinic. 
She did not return to the dermatologic clinic until Jan. 10, 1936. At this time 
there was a huge mass back of the left ear, which hung down about 4 cm. below 
the lower end of the external ear. The keloid then measured 9 by 4.75 cm. By 
June it had grown to 10 by 5.5 cm. On June 26 she was referred to the department 
of surgery for the removal of the mass, which was done on June 27. She remained 
in the hospital three days and was then sent home, with a good result so far as 
appearance was cencerned. On July 10, two weeks after the surgical removal of 
the keloid, the patient was referred to the roentgenologic department for six 
monthly roentgen exposures of 240 roentgens each. One exposure to 150 r was 


Photograph showing the growth back of the left ear. 


given. Three years later she returned, with the picture seen today. The keloid 
has regrown to one and one-half times its original size and is still increasing. 


DISCUSSION 


Dr. L. F. Weser: During the last seven years I have had experience with 
many keloids. Surgeons are always ready to remove hypertrophic scars, with the 
result that the scars return larger than before. In the last year or two the ten- 
dency has been for surgeons to forget about hypertrophic scars. A great deal 
can be accomplished in the way of therapy. In this case the procedure would be 
to use a cautery to flatten the keloid and then apply roentgen radiation. 

Dr. Hedge mentioned the dose of roentgen rays. That is the point on which 
dermatologists get into trouble. Does he mean 250 r or 1 skin unit? I think 
Negro patients can tolerate more roentgen rays or radium than white persons, so 
the dose should be stepped up. During the last six months there have been several 
interesting articles in The Journal of the American Medical Association about 
cosmetic defects and the inferiority complexes that some of the patients have had. 
Unfortunately, no attention was paid to the hypertrophic scars and their treatment. 
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I think dermatologists interested in roentgen or radium treatment should call more 
attenticn to the good results that can follow the use of these agents. I prefer 
radium. Theoretically there should not be any difference, but radium is more 
convenient, if one has a large amount. I think the dose is more standardized 
with radium than with roentgen rays. 

Several dermatologists are hesitant about using radium and roentgen rays, 
because telangiectasia sometimes develops. That should not disccurage us, because 
occasionally when hypertrophic scars undergo involution spontaneously there js 
telangiectasia. I have had telangiectasia following treatment, and some patients 
who had no treatment had telangiectasia. 

Dr. M. H. Expert: Has Dr. Weber ever seen hypertrophic scars on the palms? 

Dr. L. F. Weper: I saw one on the flexor surface of the left great toe. 

Dr. M. H. Esert: It is rather striking since the portion of the hand most 
commonly injured is the palm that more hypertrophic scars are not seen on that 
area. 

Dr. Lester M. Wieper, Milwaukee: It is important to emphasize that the 
earlier the keloid is treated after formation the better is the chance of securing a 
satisfactory result by irradiation. 

Dr. E. A. Ottver: Do you think that % skin unit once a month, the dose 
generally recommended, is enough to use on an ordinary keloid? 


Dr. L. F. Weser: For years I have used 1 skin unit and what amounts to 1 
skin unit when I use radium; in other words, I have tried to make the dose the 
same, an erythema dose. The dose is given once a month or every four or five 
weeks, unfiltered. 

Dr. Harry M. Hence: This matter is cone on which dermatologists and 
roentgen therapists cross. A great many roentgen therapists believe there is only 
one action for roentgen rays, and that is a massive cautery action. Any stimulation 
or depressant or paralyzing action they refuse to admit. They say they do not 
know. I saw a large keloid on the left side of the abdomen which had been 
operated on by Dr. Frederick Christophér. It had been operated on seven years 
previously and had recurred. The first time it recurred only small doses of 
roentgen rays were given. As to the dose, I do not think any set formula should 
be used. The best reaction may be obtained by watching the keloid. If the keloid 
is beginning to grow, the dermatologist should treat the patient more frequently, 
being careful not to produce necrosis or blackness around the area. One 
should study the history of the individual case rather than make a definite formula 
for keloids as a class. With that keloid of the left side of the abdomen the first 
series of treatments was given by a roentgen therapist. He gave small doses, and 
practically all doses were filtered. The keloid promptly recurred, and was removed 
by Dr. Christopher over four years ago. I then treated it with as much roentgen 
radiation and as frequently as the skin would stand. The second time the keloid 
did not recur. I propose to do the same thing with this little girl. 

Regarding the dose of rcentgen rays, I think some definite conclusion as to 
what an erythema dose of roentgen rays is must be reached. As far as roentgen 
therapists are concerned opinions vary. T. J. Case believes that 400 to 425 r is a 
dose. E. R. Crowder believes in 300 r. I do not think the dose should be worked 
out on the basis of erythema but on a certain number of units. Theoretically I 
think each person should be tested to get an erythema dose, using the flexor 
surface and inner aspect of the thigh or arm. When this amount is established, 
that is the erythema dose to be used. In addition a certain number of units should 
be considered. The results obtained with a certain number of roentgens again 
varies with the individual patient. Instead of referring this child to the roentgen 
department of the hospital I am going to treat her at my own office and present 
her or report on the case in a year or two. 
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A Case for Diagnosis (Unilateral Eruption). Presented by Dr. M. H. Expert. 


A. L., a white man aged 31, presents an eruption on the left side of the face, 
neck and chest and the left shoulder, scapula and arm. He complains of a slight 
burning sensation at times. The eruption started as a patch of “water blisters” over 
the left scapula about nine years ago. The area became crusted and slowly spread 
to the areas now involved. He states that at one time it extended to the left wrist. 
He has decided scoliosis and kyphosis, which have been present as long as he can 
remember. As far as he knows, no other member of his family has had similar 
trouble. He has no motor difficulties, either in walking or in handling objects. 

The eruption is confined to the left half of the body and is well defined. It 
involves the left jaw, lower half of the left ear, lower left part of the occipital and 
the nuchal region, left side of the neck, left scapula and left pectoral and deltoid 
regions, and extends down the external surface of the left arm, including the 
biceps and triceps and the extensor surface of the left forearm to about 3 inches 
(7.5 cm.) above the wrist. The lesions are closely grouped soft hemispheric 
papules varying in size from that of a pinhead to that of a match head. These 
papules are shiny pinkish, and some of them bright red, owing to the presence 
of dilated vessels. Some of the areas are moist and crusted. In addition to these 
well defined lesions there are scattered over the trunk a few pinhead-sized bright 
red slightly raised angiomas. There are also a few sessile and patanestiensd soft 
fleshy tumors and a few café-au-lait pigmented macules. 

Neurologic examination by Dr. T. T. Stone, of the neurologic service of the 
Cook County Hospital, showed that the areas of skin involved corresponded to 
the distribution of the first to the seventh cervical segment and the first to the 
fifth thoracic segment of the spine. The area supplied by the eighth cervcial 
segment was involved in the region of the neck, but not in the ulnar region. The 
knee jerks, epipatellar reflexes and ankle jerks were markedly brisk. There was 
suspicious bilateral ankle clonus. The left cremasteric reflex was absent and the 
right present but diminished. The reflexes in the left upper and lower abdominal 
quadrants were absent and those on the right present. Heel tap and Rossolimo’s 
reflex were present on the left. The left half of the body and extremities were 
found to be smaller than the right. When the patient attempted a voluntary 
contraction, the hamstring muscle of the left thigh and the left gluteal muscles 
were less firm than the right. All forms of sensation were within normal limits. 
The left pupil was more dilated than the right. There was evidence of Horner’s 
syndrome on the left and a good Hoffmann-Mayer sign, indicating involvement of 
the pyramidal tract. The eyegrounds showed no angiomatous or aneurysmal 
dilatations and no swelling, exudate or hemorrhage. The disks were bilaterally 
slightly pale and the nasal outlines bilaterally indistinct. 

Examination of the blood showed 65 per cent hemoglobin, 4,000,000 red cor- 
puscles, and 8,950 leukocytes, with a differential count of 64 per cent polymorpho- 
nuclear neutrophils, 22 per cent lymphocytes and 14 per cent monocytes. 

A roentgenogram of the chest showed marked scoliosis but no cervical rib. 

Histologic examination showed hyperplasia of the sebaceous gland structure 
and to a slight extent of the blood vessels. 


DISCUSSION 


Dr. Georce B. Hassin (by invitation): The patient presented unusual neuro- 
logic findings—marked kyphoscoliosis cn the left with ipsilateral sensory 
disturbances of a radicular distribution on the neck, lateral surface of the face, 
upper extremity and scapula; markedly exaggerated reflexes and muscular atrophy, 
and in addition a cutaneous eruption in the areas supplied by the cervical and the 
upper part of the brachial plexus. I considered the neurologic condition syringo- 
myelia, but I could not make out the nature of the cutaneous eruption, and I 
understand some dermatologists cannot explain it either. The variety of cutaneous 
lesions occurring in syringomyelia is great. Hermann Schlesinger in his volu- 
minous monograph (Die Syringomyelie, Leipzig, F. Deuticke, 1895) devoted an 
extensive chapter to this particular manifestation; he mentioned numerous forms 
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of lesions of the skin but nothing like the one presented by this patient. On the 
other hand, there are syringomyelias without cutaneous eruptions or associated with 
an accidental eruption, with which this condition, which is syringomyelia and 
nothing else, probably belongs. I did not have time to look up the literature 
thoroughly, but so far I can refer to a case presented by L. Jacquet (Compt. rend. 
Soc. de biol, 2:25, 1890), in which the clinical picture resembled that of this 
patient but the cutaneous lesions were in the form of ulcerations distributed as here 
over the areas supplied by the cervicobrachial plexus. The necropsy proved it to 
be a case of syringomyelia. 

Dr. Louis A. Brunst1NnG, Rochester, Minn.: Grossly there is a seborrheic type 
of crusting, but close examination shows the involved skin to be studded with 
numerous small discrete reddish brown nodules. Without the biopsy the diagnosis 
is disputable, but the microscopic sections revealed the typical picture of adenoma 
sebaceum. The remarkable radicular distribution confirms the nevcid origin of the 
disease. Adenoma sebaceum is not infrequently associated with dystrophies of the 
nervous system, Recklinghausen’s disease or tuberous sclerosis with retinal tumors. 
M. N. Walsh, F. L. P. Koch and H. A. Brunsting (Proc. Staff Meet., Mayo Clin. 
13:155 [March 9] 1938) recently summarized the subject. In the present case 
the neurologic disturbance is indefinite, but it is reasonable to suppcse that it is 
linked with the cutaneous disease as a part of a congenital dystrophy affecting two 
structures of ectodermal origin. 

Dr. NorMAN Tostas, St. Louis (by invitation): I have been interested always 
in these unilateral dermatoses, and I think dermatologists are willing to admit that 
we know little about their etiology or patholegy. I have seen unilateral sweating 
and unilateral erythema in several cases of encephalitis lethargica. With regard 
to this case the pathologic changes evident to the naked eye impress me as fitting 
in with Darier’s disease. 

Dr. Hersert Rattner: In regard to the suggestion that the picture resembles 
seborrheic eczema, it is my impression that in the center of the patch where pus 
has formed the papules are not eczematous but rather appear to be adenomas. 
I think the distribution of the eruption indicates that there is scme connection 
between the cutaneous and the neurologic findings, and that one cannot dissociate 
the two. 

Dr. THEODORE CoRNBLEET: When I first saw this man in the ward, the thing 
that impressed me about the lesions was that they really were not exudative, 
although at first glance they appeared to be. On careful examination the lesions 
were seen to be closely aggregated tumcrs of various sizes. The man has a rather 
low intelligence quotient, and that together with the neurologic signs and symptoms 
makes it perhaps not amiss to consider a type of localized adenoma sebaceum some- 
what in the form of a nevus. 

Dr. E. A. Ovtver: I have under treatment now and have had under observation 
for five or six years a patient with a unilateral nevus from the top of his head 
to his sole. It is more like a port wine stain, but the tissues in the leg are apt 
to break down. I have treated him on three occasions for large crateriform ulcers 
on the inner side of the leg. The left side of the body only is involved. 

Dr. Lours A. Brunstinc, Rochester, Minn.: Did this man have tuberous 
sclerosis ? ‘ 

Dr. Georce B. Hassin (by invitation): Tuberous sclerosis is not associated 
with syringomyelia. They are different morbid entities and have nothing in 
common. In tuberous sclerosis there are, aside from sebaceous adenomas, epilepti- 
form attacks and mental deficiency. This patient is not epileptic or demented, 
though he has a peculiar habit of landing in jail, as he states, every six months. 
Sebacecus adenoma has not been described with syringomyelia. In this case, as I 
suggested, the adenomas may be an accidental complication, and again I wish to 
refer to the case mentioned already and reported in only two and a half pages in 
Comptes rendus des séances de la Société de biologie. 
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Dre. M. H. Exsert: I think the problem in this case is to synchronize the 
cutaneous and the neurologic findings. Have they any relation to one another, 
or is the association accidental? I am inclined to think they are related. There 
are two diseases which involve the skin and the central nervous system. At times 
the syndromes are cleancut and at other times not sO cleancut. The first is 
Recklinghausen’s disease and the second tuberous sclerosis. This man has some 
of the signs of Recklinghausen’s disease: Scattered over the body in four or five 
place are café-au-lait patches, and there are a few soft tumors. As the members 
know, neurofibromas are not confined to the skin but may occur in the central 
nervous system. Tuberous sclerosis includes epileptiform seizures, lesions of 
adenoma sebaceum on the skin and tumors of the brain and other organs in a 
person of low mentality. Clinically this man has cutaneous lesicns which are 
definitely those of adenoma sebaceum. These are largely confined to the distribu- 
tion of the brachial and the cervical plexus. He also has a few discrete lesions 
of the same type on other parts of the body. 

I think this disease is ectodermal, involving not only the skin but the central 
nervous system. It involves the left side. The muscles of the legs and thighs and 
the gluteal muscles are smaller on the left than on the right side, and he has 
changes in the left pupil. I think this case is interesting because of the alteration 
of the skin, which is derived from the same structure embryologically as the central 
nervous system and may have the same diseases. 


Scleroderma Treated by Parathyroidectomy. Presented by Dr. F. E. SENEAR 
and Dr. THEODORE CORNBLEET. 


C. K., a single white woman aged 23, fell to the ground on her fingers eight 
years ago. Thereupon her skin became hard and indurated over the extremities, 
head and trunk. She was seen in the department of dermatology of the University 
of Illinois first about three years ago. Her calcium metabolism was steady. It 
was found that she was retaining appreciable quantities—or in other words had 
a positive balance. She was placed on 200,000 units of vitamin D daily and 
appeared after some time to have materially improved. At that time it was 


discovered that she was a patient in the department of surgery, where a parathy- 
roidectomy was planned. She was released from the department of dermatology 
and operated on. She continued to improve somewhat. She is presented tcday to 
show the degree of improvement as well as the residua present. 


Scleroderma Treated with Viosterol. Presented by Dr. THEopoRE CorNBLEET. 


R. N., a married Norwegian woman aged 34, has a woodlike hardness of most 
of the right side of the body except the head, which developed three years ago. 
The left side remained clear. About a year and a half after the onset she was first 
seen and put on a regimen of 200,000 units of vitamin D daily. She remained on 
this treatment for about four months, and since then’ has received only ammonium 
chloride by mouth at intervals. She has shown 75 per cent improvement. This 
patient is presented for comparison with the one that had the parathyroidectomy. 


DISCUSSION ON CASES OF SCLERODERMA 
Dr. Louis A. Brunstinc, Rechester, Minn.: Was there osteoporosis ? 


Dr. THEopore Cornsteet: Parathyroidectomy for scleroderma was originated 
by René Leriche and his colleagues in France. They undoubtedly had in mind the 
changes in the calcium balance in scleroderma in doing this. With hyperpara- 
thyroidism there would be a higher level of calcium in the blood, and this calcium 
would be taken up from the bones. This increased blocd calcium would accentuate 
the deposition in a localized situation where the conditions were favorable. In 
scleroderma the presumption is that something in the skin acts to precipitate the 
calcium from the blood: Leriche claimed startling imprcvements and even cures 
of scleroderma after parathyroidectomy. Later reports by other physicians using 
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the same procedure were less optimistic. Most observers found an initial improve. 
ment, followed by relapse either partial or total. One author expressed the belief 
that the improvement results from the trauma of the operation and that the patient's 
psychic state may account for some of the changes. In the patient presented today 
the results of the parathyroidectomy are perhaps not great enough to have 
warranted such a radical procedure. There was 20 per cent improvement because of 
other therapy before the parathyroidectomy was done. 

Small doses of viosterol, within the physiologic range, it is believed, facilitate 
absorption from the intestine and deposition at the usual depots for calcium, such 
as the bones. Large enough doses, which vary in individual cases, cause the blood 
to hold more calcium and absorb it from the depots where it is generally found, 
In other words, there is a zone of viosterol dosage in which the flow of the 
calcium stream is reversed. Doses in this zone were selected for the treatment of 
scleroderma. With this medication it was found that the subjects excreted more 
calcium than they ingested, and simultaneously there was clinical improvement. 
One of the patients presented today showed partial improvement from this form 
of treatment. Examination of the bones of the patients did not show any appre- 
ciable rarefaction after the treatment. : 

The use of ammonium chloride in the treatment of sclercderma is to produce 
partial acidosis. Since calcium is more soluble in a more acid medium, it is hoped 
that some of it present in depots such as the skin in scleroderma will be encouraged 
to dissolve and thus be removed. With all these methods of attack, it should be 
understood that there are opposing forces for depositing calcium and removing it 
from localized sites. The cause for calcium deposition in the skin in scleroderma 
is not known. It may be that the reaction of the skin is more alkaline, which 
might cause such a deposit. There may be a phosphatase state in scleroderma, 
which could account for this. Whatever it is, the force for deposition is somewhat 
greater than the opposing one that prevents precipitation of calcium in soft tissues. 
All these therapeutic devices can do is to shift the equilibrium of forces so that 
less calcium will be deposited or some that was previously deposited will be 
absorbed. As long as the localized pathologic state exists, some calcium unques- 
tionably will be deposited. In other words, only partial cure can be expected from 
attacking the problem chemically or until the fundamental cause is removed. 


A Case for Diagnosis (Generalized Nodular Leukemid?). Presented by 
Dr. S. W. Becker and Dr. M. E. OBerMaAyer. 

P. M., an Italian laborer aged 49, was first seen on Nov. 29, 1938, complaining 
of red “bumps” on the skin that he had had for three years. The lesions would 
at first appear in crops, last for about three weeks and then disappear for a time. 
Recently they have been persistent. They- itch slightly when they first appear, 
but otherwise are entirely symptomless. At present the individual lesions usually 
last three to six days and then disappear. The patient feels well and is able 
to keep up his work. The past and the family history are irrelevant. 

Physical examination showed no abnormality except moderate enlargement 
of the liver and palpable lymph glands. The Wassermann and the Kahn reaction 
of the blood were negative. The urine was normal. The blood count showed 
definite abnormalities. There were 7,000 to 10,000 white cells, and the differential 
count, while showing no abnormalities in the percentage distribution, showed at 
various times some immature forms. The hemoglobin concentration was about 
50 per cent, and there were from 1,600,000 to 2,000,000 red cells, which showed 
some variation in size and hemoglobin content. 

The eruption consists of erythematous cutaneous nodules, varying from 1 to 
2 cm. and distributed over the whole body. They are usually about 5 to 10 cm. 
apart and are nontender. The involuting lesions, according to the history, left 
slight brownish pigmentation but no atrophy. 

The patient was referred to the hematologic clinic, and after a study of the 
blood the possibility of aleukemic leukemia was considered, but no sternal puncture 
or other possible confirmatory procedure has been carired out. The patient has 
been receiving solution of potassium arsenite for two weeks. 

A histologic section is presented. 
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DISCUSSION 


Dr. Harry M. Hence: The case may be similar to one I presented a few 
months ago, in which there was a nodular leukemid. In the early blood counts 
there was no sign of leukemia, and I was much surprised after two or three months 
to have the count rise to 91,000 white blood cells, nearly all of them lymphocytes. 

Dr. M. E. OBeRMAYER: I hoped we should obtain a more definite interpretation 
of the histologic picture, but since neither the section nor the blood picture is 
conclusive, the tentative diagnosis of leukemid in a case of aleukemic leukemia 
cannot be substantiated at this time. 


Note.—Dr. Hamilton Montgomery, who examined the slides, expressed the 
belief that while the microscopic section of the skin was not conclusive, the blood 
smears might indicate early changes of Hodgkin’s disease or the Naegeli type of 
monocytic leukemia. 


BRONX DERMATOLOGICAL SOCIETY 
SAMUEL M. Peck, M.D. 
Feb. 23, 1939 


Henry Sitver, M.D., Secretary 


The Effect of Tattooing with Mercury Sulfide Cinnabar on Pruritus Ani. 
Presented by Dr. Marion B. SULZBERGER. 


Case 1—L. B., a man aged 43, has suffered from pruritus ani since June 
1935. He has been treated with various local remedies, sedatives and roentgen 
rays, having received nine % skin unit (75 roentgen doses) in 1935, seven in 
1936 and six in 1937, without obtaining relief. He was also treated for tinea of the 
crural region and interdigital scaling on the feet during 1935 and 1936. Procto- 
scopic study did not reveal any pathologic findings. Examinations of the stools 
for ova gave negative results. In 1938 the patient received nine subcutaneous 
perianal injections of benacol (a local anesthetic containing paraaminobenzoyl 
ethanol benzoate and benzyl alcohol). The first injection caused improvement 
lasting six weeks, but the duration of improvement decreased as the number of 
injections increased. 

Tattooing with mercuric sulfide cinnabar was instituted by Dr. Edward Hol- 
lander on Dec. 3, 1938, and since the healing of the tattcoed area the patient has 
been feeling better than at any time since the onset of the pruritus. Except for 
a small area directly surrounding the anal opening, which was not subjected to 
the tattooing, the perianal skin is practically normal in appearance aside from the 
stain of the tattoo. 

Case 2.—Miss J. W., aged 26, has suffered for six years from intractable 
pruritus ani complicated by two attacks of perianal boils secondary to scratching. 
The perianal skin is soggy, indurated and fissured. On Dec. 2, 1937, the perinanal 
skin was tattooed by Dr. Hollander with dilute mercuric sulfide. There was 
only a faint deposit of pigment and the skin did not return to normal. On Jan. 10, 
1938, the area was tattooed again with the concentrated drug. The skin returned 
to normal texture, and there has been no itching since. 

Case 3.—A. C., a police officer aged 39, has suffered from intractable pruritus 
ani for the past five years. When first seen the perianal skin was leathery, grayish 
and fissured. On Dec. 12, 1937, it was tattooed with concentrated mercuric 
sulfide by Dr. Hollander. Epithelization was complete in three weeks; the cutane- 
Ous texture returned to normal, and there has been no itching since. 
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DISCUSSION 


Dr. Epwarp Hoiianper (by invitation): The rationale of the tattoo treatment 
depends on the antiseptic action of mercuric sulfide. To date I have treated 49 
patients. Treatment of the first was completed over two years ago, and the 
patient is still free from pruritus. 

Two points should be emphasized: 

1. Itching about the anus is not always “pruritus ani.” There may be con- 
fusion in the proper choice of cases for treatment by this method. Mild or 
moderate itching about the anus may be secondary to various causes, constitutional 
or local. However, I have never seen anal itching secondary to such causes as 
severe and intractable as “primary pruritus ani.” I lean to the view that this 
clinical entity is a primary infection of the perianal skin, fungoid or bacterial. 
It is only for “essential or primary pruritus ani” that the tattoo treatment is 
indicated, if other measures that are usually employed by the internist, the proc- 
tologist and the dermatologist have been unsuccessful. 

2. The purpose of the treatment is to deposit an insoluble antiseptic chemical 
uniformly in the corium. The tattoo treatment must be carried out carefully, 
The mercuric sulfide should be in the form of a thick syrup or paste. If a thin 
suspension is used, it is unlikely to be deposited uniformly in the corium, Only 
a small area is treated at a time. The machine is moved slowly, four times in 
a straight line, about % inch (1.3 cm.) long, with each application of the drug. 
It is important to use additional paste every time the machine is applied to a new 
area, to insure proper concentration of the chemical at the needle points. It is 
advisable to practice the technic of tattooing on the skin of pig’s knuckle and 
examine the result with a magnifying glass to determine the uniformity of the 
tattoo. The apparatus is simple: It consists of a tattoo machine with a trans- 
former and a foot switch. The treatment requires about one hour. Epithelization 
in the average case is complete in two or three weeks. If the skin is not tattooed 
uniformly at the first treatment, the skipped areas may have to be retattooed, but 
in most cases only one treatment is necessary. 

Dr. Ropert TureELt, Brooklyn (by invitation): Compared to the frequency in 
former years, essential pruritus ani is now at a vanishing point. This was brought 
about by the newer studies of this condition. In many cases pruritus ani is caused 
by infection of the preformed anal ducts that open into the crypts of Morgagni 
and lead to multiglandular structures which are situated in the perianal tissues. In 
some cases pruritus ani is the result of a chemical dermatitis caused by skatole 
or another of the hydrocarbons said to be present in excess in the feces in the 
presence of various pathologic conditions. Unless the foregoing causes are dili- 
gently searched for on numerous occasions, they are liable to be overlooked. 

About seventy different treatments have been proposed for pruritus ani, and 
I believe that one should be critical in accepting a new one. I do not know the 
modus operandi of the tattoo treatment with mercuric sulfide. There may be a 
therapeutic effect on the nerve endings cr an antiseptic action. My results with 
tattooing have been satisfactory. In many cases, especially when deep perianal 
folds are present, I have not been able to complete this procedure in one sitting; 
I prefer to do it in two sittings. My purpose is to show that the concept of 
essential pruritus ani should be narrowed down to exclude conditions with definite 
pathologic and clinical changes. I feel that the established therapeutic measures 
are adequate. When one cannot succeed in treating a disease one is forced to treat 
a symptom, and for this tattooing has given marvelous results. 

Dr. Samus. M. Peck: It is interesting to note that mercuric sulfide has 
been chosen as the antipruritic agent. For years Bruno Bloch has noticed that 
a lotion made of that preparation was excellent for rectal itching, not entirely 
because of its antiseptic power. Many eczematized lesions clear quickly when the 
pruritus is controlled. This is especially noticeable when the cutaneous nerves are 
cut for relief of intractable pruritus ani. It is noted that all areas supplied by 
the cut nerves lose their eczematized appearance. Could the presenter inform me 
whether he has treated psoriasis around the rectum by this method? 
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Dr. ApotpH RostTeNBerRG: Has this method been used for pruritus vulvae? 

Dr. Davip Bioom: I think Dr. Hollander’s results are impressive. The pro- 
cedure is worth trying because in many cases the disease is resistant to all forms 
of treatment. I am inclined, however, to believe that Dr. Hollander’s conception of 
the modus operandi, namely, action against local infection, is not correct.. In many 
cases there is no sign of infection. I should think that the injected mercuric 
sulfide must have some effect on the nerves themselves. A disadvantage of this 
treatment seems to be the fact that in many cases pruritus is not limited to the 
perianal region but extends to the genital region and even farther, making this 
treatment unsuitable. I feel that if this new method proves as successful in the 
hands of dermatologists as in Dr. Hollander’s, it will bring relief not only to the 
suffering patients but to those to whom patients appeal for help. 

Regarding Dr. Turell’s remarks, I wish to state that many patients with 
pruritus ani who have been under the care of proctologists subsequently consult 
dermatologists, still complaining of pruritus. It goes without saying that any 
proctologic defect should be corrected. 

Dr. Leo SpreceL: I was much impressed with the presentations. Could 
mercuric sulfide be introduced by subcutaneous injection, and would the result 
be the same? 

Dr. Euvcene F. Kettey: Did Dr. Hollander try any dye or substance other 
than mercuric sulfide? Also, could scarification or cutting of the minute nerve 
endings give the same results? Some years ago dilation of the sphincter under 
general anesthesia was introduced fer this condition. It was assumed that the 
mechanics of the procedure consisted of stretching the nerve endings by manual 
dilation and thus relieving the pruritus. 

Dr. Davin L. SATENSTEIN: I believe that the beneficial results are due to 
traumatization by the needle at the nerve endings. I do not think that the medica- 
tion plays a role, unless it can be proved that mercuric sulfide acts on nerve tissue. 
If it could be demonstrated that the drug sets up fibrosis, that could explain the 
gocd results. As to the clearing of foci of infection in the anal region, that does 
not always give relief of pruritus of the perineum. In many cases. pruritus ani is 
in reality perineal pruritus. I have seen a number of patients who had received 
injections of alcohol or submitted to radical surgical measures without lasting 
results. I think a good part of the persistent pruritus is due to habit. 

Dr. CHarLtes Wor: Pruritus ani in my opinion is a symptom complex 
which may be caused by a constitutional as well as a local condition. Dr. Peck 
referred to psoriasis as one of the local conditions. Another disease which may 
be limited to the anus, although rather rarely, is lichen planus. I think before 
treatment by the method suggested, it is essential to establish the likely causative 
factor. If it is a local pathologic condition, an infection of the crypts, it should 
receive appropriate treatment. 

Dr. ArtHuR SAYER: I want to call attention to the possibility of malignant 
change developing around the anus. A point to be seriously considered is that 
the deposition of mercuric sulfide around the anus by tattooing may act as a perma- 
nent chemical irritant. 

Dr. FRANK E. Cross: I wish to caution against overenthusiasm about this new 
method, because every patient with pruritus ani for any period will soon be 
tattooed. I suggest that every patient with pruritus ani should be seen first by 
the dermatologist, for the ruling out of such conditions as tinea, and then by the 
proctologist, for elimination of any defects around the anus and rectum, and 
treatment should be instituted. If other methods prove unsuccessful, this treatment 
should be tried. 


_ Dr. Lours Cuarcin: From the dermatologist’s standpoint there is no more 
disappointing condition to handle than pruritus ani. I do not know of any suc- 
cessful method. Ringworm, neurodermatitis and psoriasis associated with super- 
imposed eczema, all associated with itching, are equally resistant to treatment. 
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Pruritus due to infected crypts can be cured surgically. My experience leads me 
to state that the method suggested by Dr. Hollander should be given a fair and 
thorough trial. It is encouraging to learn that 40 patients on whom this method 
has been tried responded well. As for harmful effects, I do not see any reason to 
fear the development of carcinoma as a result of this method. Tattooing jg 
universally practiced and to my knowledge has not caused carcinoma. 

Dr. Epwarp HoLianper (by invitation): I should like to repeat that “primary 
or essential pruritus ani” is an entity distinct from anal itching secondary to 
hemorrhoids, infected crypts and constitutional diseases, such as nephritis, goiter 
and cholecystitis. Almost 200 causes of anal itching are enumerated in text- 
books. I have never seen perianal itching, which tormented a person continuously, 
causing sleepless nights and driving him to thoughts of suicide, that was due to 
cholecystitis, to infected crypts or to another secondary disease. Infected anal 
crypts may cause mild or moderate anal itching. The patients presented tonight 
had intractable “primary pruritus ani” of from four to six years’ duration. 

I have seen “primary pruritus ani” in early stages cured by application of 
antiseptic cintments and by roentgen therapy. Therefore, I repeat, before the 
tattoo treatment is considered, all recognized methods should be tried. 

The question was raised whether the deposition of mercuric sulfide has some 
effect on the nerves of the skin. I have applied cowage on the tattooed skin of 
patients who had been relieved of the pruritus ani, and itching was produced. 
Neurologic tests for touch, pressure, temperature and pinprick showed no change 
in sensation of the tattooed skin. 

In answer to the question whether I used cther chemicals, I must say that I 
have tried no other chemical. 

With regard to the question whether denudation of the skin is a factor in the 
relief of itching, I can definitely state that it will not bring relief. 

It would be impracticable to deposit a substance in the corium uniformly by 
means of a syringe and needle. Furthermore, the suspension of mercuric sulfide 
will not pass through a fine needle. Regarding the question of fibrosis, reported 
histologic studies on tattooed anal skin showed that no fibrosis occurred. Grossly, 
the perianal skin after tattooing loses its leathery appearance and becomes pliable 
and soft. 

In 5 cases of pruritus scroti and 3 of pruritus vulvae associated with pruritus 
ani I have had success. One patient with pruritus vulvae remained well over one 
year and 2 others for shorter periods. 

There is no evidence that the presence of mercuric sulfide in the corium has 
a deleterious effect in later years. I have been informed by Charles Wagner, the 
oldest tattoo artist of this city, that in the forty-nine years of his work he has 
never seen any ill effect from tattoo with that preparation. The medical literature 
also fails to show any late sequelae other than sensitivity to mercurial medication 
in a few cases, although many thousands of persons throughout the civilized world 
must have been tattooed with mercuric sulfide. The absorption of the drug, if it 
occurs, must be slow, for Mr. Wagner states it has remained in his skin over 
forty-nine years, and he knows of other perscns in whom it is still present after 
more than forty years. 

Dr. Marion B. SutzBercer: We dermatologists are indebted to Dr. Hol- 
lander for having introduced this method. The mechanism by which it works is, 
of course, a subject for study. The fact that this one method cf local treatment 
has been effective in a high percentage of cases is by no means proof that there 
is a single cause in all these cases. As far as I can see, anal tattooing is both a 
safe and effective symptomatic method. I have found that in perhaps 8 of 10 cases 
the general run of pruritus ani, including early and mild involvement, yields well 
to elimination of causal factors, and ordinary forms of topical treatment, plus 4 
few superficial roentgen treatments. In the other 2 the condition is severe, becom- 
ing refractory to treatment and defying all search for causal factors. I have 
referred patients with this type to several other specialists and proctologists without 
benefit; now after Dr. Hollander’s tattooing they have obtained complete relief. 
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There is, as far as I know, no available experience with tattooing of the mucous 
membranes. In a small percentage of cases of red tattoo of the skin sensitization 
to the mercury in the mercuric sulfide occurs. I have seen the red areas of. the 
cutaneous tattoo swell and even ulcerate after having remained quiescent for many 
years. However, this eventuality need not be considered seriously, as it is of the 
greatest rarity and occurs only if and when the patient becomes sensitized to 
mercury. 


A Case for Diagnosis (Rosacea-like Tuberculid of Lewandowsky? Lupus 
Miliaris Disseminatus Faciei?). Presented by Dr. 


L. H., a detective aged 52, married, states that an eruption began suddenly 
during September 1935. He had spent the previous eight months in California 
and had been exposed to the sun more frequently than was his custom. He states, 
however, that his skin does not tan after exposure to sun. He is well developed 
and well nourished and has never previously been ill. 

An extensive symmetric erythematous eruption involves the flush areas of the 
face, forehead, bridge of the nose, sides of the neck and entire calvarium. A few 
lesions are also evident on the lower eyelids, at the conjunctival border. The 
eruption is well demarcated, involving the glabrous part of the skin and not 
extending into the hairy regions of the temples or beard. It consists. of discrete 
bright red papules and a few papulopustules, uniformly the size of a pinhead. 
They are so profuse as to produce hypermia, so that the individual lesions are 
discernible only on close inspection. There is no scaling and the lesions show 
no necrosis. A few small scars are evident on the scalp. Subjective symptoms 
are absent. The patient’s only complaint is of disfigurement. 

The Wassermann and the Kline diagnostic and exclusion reaction of the blood 
were negative. The tuberculin tests with dilutions of 1:1,000,000, 1:100,000, 
1:10,000 and 1:1,000 gave negative results. 


DISCUSSION 


Dr. Marton B, Sutzpercer: The problem is to differentiate between lupus 
miliaris disseminatus faciei and rosacea-like tuberculid of Lewandowsky, but I 
should not like to decide between these diagnoses without studying the case 
further. One thing in favor of lupus miliaris disseminatus faciei is the relative 
anergy to tuberculin. There are, of course, no “always” rules concerning immune- 
biologic phenomena. Nevertheless, the majority of patients with Lewandowsky’s 
tuberculid are hypersensitive to tuberculin, and the majority with lupus miliaris 
disseminatus faciei are hyposensitive to tuberculin. Hyposensitivity in a given 
case, therefore, speaks in favor of lupus miliaris and against Lewandowsky’s 
tuberculid. 


Dr. Paut Gross: A considerable number of cases diagnosed as instances of 
either rosacea-like tuberculid or miliary disseminated lupus of the face are 
observed. Today one seldom hears the diagnosis of acnitis, denoting a papulo- 
necrotic tuberculid of the face. This fact and the clinical, histologic and allergic 
variations of eruptions described as rosacea-like tuberculid seem to point to the 
following probability: As in erythema induratum the acrocyanosis is an impor- 
tant contributing factor, so does the circulatory disturbance of the face known 
as rosacea predispose to the development of hematogenous tuberculosis of the 
face, of which there are two types—leaving sarcoid out of the discussion—namely, 
acnitis and lupus miliaris disseminatus faciei. When either of these is associated 
with rosacea in the manner described before, the picture of Lewandowsky’s tuber- 
culid is produced. The histologic picture, the degree of allergy to tuberculin and 
probably some clinical details can determine whether the eruption is fundamentally 
disseminated miliary lupus or a papulonecrotic tuberculid of the face. 

Dr. Leo Sprecet: It is difficult to make a definite clinical diagnosis. I believe, 
on clinical grounds, that the eruption resembles the rosacea-like tuberculid of 
Lewandowsky, although some of the features are lacking. Moreover, the tuber- 
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culin reactions were negative. This finding, however, is also not conclusive. Ap 
unusual feature is that the lesions are limited to the glabrous portions of the 
skin. The eruption ends abruptly at the hair line of the scalp and beard. 


Recurrent Erysipelas Successfully Treated with Sulfanilamide. Presented 
by Dr. Marton B. SULZBERGER. 


Mrs. N. B., aged 21, was well until January 1938. Since then she has suffered 
from recurrent attacks of swelling of the forehead, eyelids and cheeks, usually 
in association with the menstrual period, although more recent attacks have not 
shown this association. Typically, the attacks were accompanied with fever on 
the first day, the temperature reaching 101 F., and symptoms of malaise and 
generalized aching. Each attack resulted in a slight increase in the residual 
swelling. No history of ingestion of drugs was obtainable. Various ointments 
and roentgen rays were applied locally, without improvement. Examination of 
the nose and sinuses, including rdentgenograms, showed no abnormalities. Labora- 
tory examinations, including blood counts, the Wassermann test, urinalysis, deter- 
mination of the basal metabolic rate, chemical examination of the blood and 
cultures of material from the areas involved all gave negative results. A physician 
in Pittsburgh prescribed sulfanilamide, which the patient took for two days, and 
the anticipated attack did not occur. The medication was, however, discontinued, 

On Oct. 13, 1938, the patient presented on the forehead and both eyelids a 
dusky red elevated edematous and erythematous lesion. The edema of the eyelids 
was so intense that they were practically closed. Five grains (0.32 Gm.) of 
sulfanilamide four times daily was prescribed, with directions to increase the 
dose to 10 grains (0.65 Gm.) four times a day if no ill effects were noted. Sodium 
bicarbonate, 10 grains (0.65 Gm.), was to be taken four times a day with the 
sulfanilamide. Five days after the beginning of sulfanilamide therapy a maculo- 
papular urticarial eruption appeared over the whole body; on the arms it was 
morbilliform. The sulfanilamide was discontinued and the generalized eruption 
improved after several days. Sulfanilamide was then given again, the dose 
beginning at 5 grains (0.32 Gm.) a day. This was taken without ill effect. The 
dose was gradually increased over a period of weeks to 15 grains (0.97 Gm.) 
daily, and the patient continued this dose for one month. In the course of the 
next two months the dose was reduced first to 10 grains (0.65 Gm.) and then 
to 5 grains (0.32 Gm.) daily. The patient has not taken any medicine during the 
last three and one-half weeks and has been free of symptoms for eighteen weeks. 
The longest previous period of freedom was eight weeks. 

At present the patient presents swelling of the eyelids and of the involved area 
on the forehead and bridge of the nose, although these are now the color of the 
normal skin and the swelling is much less marked than during an attack. 


DISCUSSION 


Dr. Cuartes Wor: In a series of cases of this type (acute erysipelas) 
roentgen treatment produced excellent results. I should suggest this form of 
therapy, about 50 to 75 roentgens per dose being given for five doses at three-day 
intervals. 

Dr. Paut Gross: This patient has had repeated febrile attacks of a cutaneous 
eruption suggesting erysipelas. The condition still shows activity, which suggests 
mild solid edema rather than elephantiasis resulting from recurrent erysipelas. 
For that reason biologic methods of desensitization should be combined with 
roentgen therapy. 

Dr. SAMUEL FELDMAN: With regard to sulfanilamide, I wish again to call 
attention to the patient with pemphigus whom I treated with sulfanilamide and to 
the eruption which followed repeatedly, even after administration of so small a 
dose as 1/50 grain (0.0013 Gm.) of the drug (Arcu. Dermat. & Sypu. 39:60! 
[March] 1939). Various types of sulfanilamide eruption have been described, 
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but this one consisted of dusky red intense erythema with much swelling, involving 
the exposed parts of the body. I became so accustomed to seeing this eruption 
repeated that I began to regard it as typical for sulfanilamide. 

Dr. Marion B. Sutzpercer: I shall continue treatment with sulfanilamide. 
With regard to the diagnosis, it is clear that a recurrent erythematous swelling, 
particularly of the face, with fever and chills, appearing at fairly regular intervals 
with weeks of remission and leaving lymphedema and thickening, is definitely 
recurrent erysipelas. Every other diagnosis can be excluded on clinical grounds 
alone. Another point is that when sulfanilamide was first given, after nine days 
the patient presented a generalized morbilliform eruption which had all the 
characteristics of erythema of the ninth day. After this eruption subsided, I 
resumed the sulfanilamide therapy without any further difficulty—another point 
suggesting that the manifestation was erythema of the ninth day due to 
sulfanilamide. 


Glomus Tumor of the Nail Bed. Presented by Dr. SAmMuEL FELDMAN. 


N. F., a housewife aged 39, states that about eleven years ago she began to 
experience pain in the terminal phalanx of the left middle finger. The pain is 
most intense on exposure to cold or application of pressure to the nail. At other 
times it is comparatively mild or absent. 

The left middle finger nail is raised and more prominent than the other nails. 
There is a bluish discoloration corresponding to the raised portion, which occupies 
two thirds of the nail. 

DISCUSSION 

Dr. Davip BLoom: The symptoms of paroxysmal excruciating pain, the bluish 
discoloration under the nail, the raising of the nail, the fact that the pain may 
be produced by changes in temperature or by hitting against the finger and finally 
the location speak for the probable correctness of the diagnosis as presented. The 
long duration, twelve years, and the gradual increase in the intensity of pain 
speak also for glomus tumor. However, it is advisable to have the tumor 


pathologically examined after its excision, in order to be certain of the diagnosis. 
Complete excision of the tumor is usually successful, curing the severe pain which 
causes so much misery. 


Lupus Erythematosus of the Face and Boeck’s Sarcoid of the Arms. 
Presented by Dr. Louis CHarGIN AND Dr. CHARLES WOLF. 


E. K., a girl aged 18, was presented before this society at the January 1937 
meeting (ArcH. Dermat. & SypuH. 36:458 [Aug.] 1937). 

The patient is presented again to show the effect of high voltage roentgen 
therapy on the lesions of the face and arms. From December 1936 to April 20, 
1938, the patient received 4,375 r to the right cheek, 750 r to the left cheek, 875 
r to the left preauricular region and 700 r each to the right and the left arm. 
A 3mm. aluminum filter was used. The result is highly satisfactory. 

The striking feature is the remarkable complete disappearance of the deep 
infiltrations. At first there was no response to the roentgen rays, but after a 
number of treatments the response was definite. While the deep lesions disap- 
peared, it should be stated that the treatment had little effect on the lupus 
erythematosus of the nose. 

DISCUSSION 


Dr. SAMUEL FELDMAN: While the result of this case is apparent, it is difficult 
to understand how this form of treatment can be of benefit, when one considers 
that in lupus erythematosus there is degeneration of the fibrous and elastic tissue, 
and roentgen rays can only serve to aggravate this process. Sarcoid is different. 
In many cases it responds well. Yet, roentgen irradiation should not be considered 
a method of treatment for either sarcoid or lupus erythematosus. 
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Dr. Davin L. Satenstern: Evidently this patient had some radiosensitiye 
process in the deep layers of tissue which to a degree caused absorption. 

Recently I had occasion to look up the subject of folliculitis necrotica, anq 
I found a description of a similar involvement, but I do not believe that it was 
any form of lupus erythematosus or sarcoid. The process is a deep necrosis, 
which has been entirely absorbed as a result of roentgen therapy. I think the 
process is a form of fat necrosis or folliculitis necrotica. 

Dr. ARTHUR SAYER: Sarcoidosis is more likely to respond to arsenic and 
ultraviolet radiation than to roentgen rays, as experience has demonstrated. 

Dr. CHARLES LERNER: One cannot help admitting that the result is remark- 
able, and Dr. Wolf is to be congratulated. However, it is this excellent result 
that makes me doubt the diagnosis of lupus erythematosus, because as far as | 
know roentgen rays have a definite tendency to aggravate that condition. 

Dr. Henry Sitver: At the time of the last presentation the patient had been 
receiving injections of tuberculin and showed improvement under this treatment. 
Subsequent treatment, however, failed to influence the disease. It was then decided 
to try high voltage roentgen therapy. The result was surprising. The deep 
lesions disappeared; the skin above the infiltration shows almost normal appear- 
ance. Histologic sections from the lesions of the face suggested lupus erythema- 
tosus profundus. 

Dr. Davin L. SAteNSTEIN: I should like Dr. Silver to refer me to the litera- 
ture on lupus erythematosus profundus. I have heard people talk about it, but 
I have never yet seen the diagnosis proved histologically. In cases diagnosed as 
instances of lupus erythematosus profundus, I have found superficial lupus ery- 
thematosus and Spiegler-Fendt sarcoid in the deep tissue. 

Dr. Henry Sitver: Lupus erythematosus profundus (Brocq), or lupus ery- 
thematosus hypertrophicus (E. Lesser), is a known entity. A number of cases 
of this variety are recorded in the literature and have been studied clinically and 
histologically. To cite a few: M. Oppenheim (Arch. f. Dermat. & Syph. 115: 
847, 1913), O. Kren (ibid. 112:391, 1912; 125:174, 1920; Zentralbl. f. Haut- u. 
Geschlechtskr. 13:135, 1924), and J. A. Fordyce (Arcu. Dermat. & Sypu, 11:852 
[June] 1925) have reported cases. 

Dr. Marion B. SuLzBercer: I think there are many important features about 
this case, as well as the question of response to therapy. First of all one must 
grant that the bridge of this girl’s nose still shows lupus erythematosus. I think 
it would be unlikely for a girl of this age and in general good health to have 
lupus erythematosus on the bridge of the nose and unrelated lesions on both 
cheeks. Moreover, I think it unlikely that she should have lesions on the arms 
which are unrelated to the lesions on the nose and cheeks. This being the case, 
there is the question of the relation between certain lesions on the arms and 
cheeks and lupus erythematosus. It appears clinically and histologically that the 
lesions of the arms and cheeks are either Boeck’s sarcoid, which would be an 
important finding, or Spiegler-Fendt sarcoid, which would be equally important. 
The response to roentgen rays is, of course, also important. I believe that a 
high enough dose of roentgen rays will “cure” lupus erythematosus in many cases, 
but one must bear in mind that the dose required usually has dangerous aiter- 
effects. The response to roentgen therapy, therefore, does not necessarily indicate 
that the lesions were not lupus erythematosus. 

Dr. Louis Cuarcin: This patient originally presented typical lupus ery- 
thematosus of the fixed variety. In addition to that she had infiltration of the 
cheeks as well as the upper parts of the arms. The clinical diagnosis of lupus 
erythematosus was accordingly made and the deep lesions were interpreted as 
possible sarcoid. Tissue was removed from the lesions on the face and arm and 
studied by several pathologists. There was general agreement that both the super- 
ficial and deep lesions were forms of lupus erythematosus. 
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SAN FRANCISCO DERMATOLOGICAL SOCIETY 


MERLIN TrevoR-Roper Maynarp, M.D., President 
Feb. 24, 1939 


H. V. Atiincton, M.D., Secretary 


Infection of the Skin Caused by an Anaerobic Streptococcus and Bacillus 
Coli. Presented by Dr. Frances Torrey. 


C. G., a physician aged 65, was referred on Dec. 27, 1938, because of an exten- 
sive infection of the abdominal wall of two weeks’ duration. 

This began as a dime-sized tender bluish red mass in the skin of the right lower 
quadrant. In twenty-four hours ulceration developed and extended rapidly. The 
entire right lower quadrant, the right groin and the medial third of the left lower 
quadrant were soon involved. The border was about 1% inches (3.8 cm.) broad, 
indurated, bright red and tender. As it advanced peripherally, the area primarily 
involved tended to subside. The temperature ranged from 37.8 to 39.8 C. (100.04 
to 103.64 F.) for two weeks. During this time the patient was stuporous and 
disoriented, and his condition was decidedly precarious. There was complete 
failure of local therapy alone to control the infection. Oral administration of sulf- 
anilamide in doses of under 40 grains (2.59 Gm.) per twenty-four hours was also 
ineffective. 

On January 9, 6 Gm. of sulfanilamide was given, and the dose was increased 
as necessary to keep the level of sulfanilamide in the blood between 10 and 11 mg. 
per hundred cubic centimeters. As much as 9 Gm. was given in one day. There 
was definite improvement in ten days, and the dose was decreased gradually. 

During the administration of sulfanilamide, 1: 7,000 solution of potassium per- 
manganate was used locally. Repeated transfusions of citrated blood were given, 
and oxygen was supplied by nasal tube and general supportive measures were used. 

Cultures showed Staphylococcus aureus haemolyticus, Bacillus pyocaneus, 
Bacillus proteus, an anaerobic streptococus and Bacillus coli (three varieties). 

On entry, December 27, the patient’s blood count showed 76 per cent hemoglobin, 
3,920,000 erythrocytes and 24,000 leukocytes, with 70 per cent polymorphonuclear 
leukocytes. An increasing anemia continued. On January 21, the hemoglobin con- 
centration was 62 per cent; there were 3,150,000 erythrocytes and 20,700 leukocytes, 
78 per cent polymerphonuclear leukocytes. At this time the level of sulfanilamide 
in the blood was 11.1 mg. per hundred cubic centimeters. The temperature did 
not rise above 37.5 C. (99.5 F.) after January 20. 

The results of physical examination and laboratory tests were not considered 
contributory in regard to the present illness. 


DISCUSSION 


Dr. C. E. Scuorr, Sacramento, Calif.: I was impressed by the fact that the 
ulceration accompanying this infection was rather severe, but apparently it did not 
involve the deeper subcutaneous tissues. There now appears to be little scar 
formation. 


Dr. H. V. Attincton, Oakland, Calif.: I saw this patient during the latter 
part of the acute phase. I think the process was too superficial and acute to be 
classed as phagedenic ulceration, yet it had all the stubbornness of that type of 
infection. 

Dr. Hiram E. Miter: It is difficult to get an adequate idea of the lesion from 
what is seen tonight. The patient was apparently moribund for ten days or more. 
He had a fungating infection covering a large portion of the abdominal wall. 
Rather large doses of sulfanilamide had no effect at all. But when the dose was 
increased to above 130 grains (8.4 Gm.) per day, as indicated by control determi- 
nations of the level of the drug in the blood, the condition improved tremendously. 
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Dr. H. J. Tempreton, Oakland, Calif.: I have seen 3 patients with similar 
symbiotic gangrenous processes. In 1 there was destruction of the abdominal wail 
beginning as a stitch abscess following an appendectomy. This cleared up only 
after thorough destruction with the actual cautery. Another patient with a similar 
lesion and history experienced clearing after the use of maggots. The third patient 
was a young girl with a gangrenous involvement of the axilla following an abscess. 
Her condition also cleared when she was treated with maggots. 

Dr. J. S. Horsley, of Richmond, Va., has done some of the best work on this 
condition ; he thinks that the best treatment is thorough destruction with the actual 
cautery. Maggots, zinc peroxide and sulfanilamide have been used successfully, 

Dr. MERLIN TREVOR-ROPER MAyNARD, San Jose, Calif.: Do the members think 
the titer could have been raised with smaller doses if the sulfanilamide had been 
injected? 

Dr. Frances Torrey: The fluids were not curtailed; if this had been done 
I think the titer would have been raised sooner. But the patient was dehydrated 
when he came into the hospital. 

Dr. Mertin Trevor-Roper Maynarp, San Jose, Calif.: I think that this case 
illustrates the fact that the sulfanilamide titer of the blood is the important thing, 
rather than the amount administered. 

Dr. G. V. KutcHar: One might have tried sulfapyridine (2-[paraamino- 
benzenesulfonamido]-pyridine). It might have been more effective than sulfanil- 
amide. 

Dr. Frances Torrey: I considered using that drug, but the response to 
sulfanilamide made it unnecessary. 


Hidradenitis Suppurativa. Presented by Dr. F. G. Novy Jr., Oakland, Calif. 


A. F., a white housewife aged 36, complains of multiple abscesses in the axillas 
for the past seven years. Both axillas show numerous draining sinuses and cord- 
like scar formation. There is brownish pigmentation resulting from roentgen 
therapy. The patient is obese (weight 240 pounds [109 Kg.]). No other patho- 
logic change was revealed. 

Cultures made from the thick creamy pus, which was easily expressed, produced 
hemolytic and nonhemolytic Staphyloceccus albus and Streptococcus haemolyticus 
beta. 

A total of 1,200 roentgens of radiation was applied to the right axilla, and 600r 
to the left. The radiation was filtered through 0.5 mm. of copper and 1 mm. of 
aluminum. This was given a month ago, and there has been some improvement 
since then. 

DISCUSSION 

Dr. N. N. Epstern: I think that for this sort of involvement probably the 
most effective therapy would be wide excision. In some cases nothing else seems 
to help. This patient’s condition seems to be slowly progressive. I think if the 
whole axilla was cleaned out, good results would probably be obtained. 

Dr. L. R. Taussic: I agree with Dr. Epstein, but I should rather see a plastic 
operation done at the time the excision is performed. 

Dr. G. V. Kutcuar: Has sulfanilamide been tried for this condition? 

Dr. Mertin Trevor-Roper MAynarp, San Jose, Calif.: I gave it to a recent 
patient successfully. 

Dr. H. J. Tempreron, Oakland, Calif.: I have had several cases in which 
filtered roentgen therapy combined with injections of staphylococcus toxoid 
produced clearing. 

Dr. Ham E. Mriter: This patient is in the hospital for sulfanilamide therapy. 
I do not like to see the drug given, as she has recently had roentgen rays applied 
to the area. Under these circumstances the use of sulfanilamide in this case cannot 
be evaluated. 


| 
| 
+ 
; 
: 
nee 
2 
| 


imilar 
| wall 

only 
milar 
atient 
Scess, 


SOCIETY TRANSACTIONS 503 


Lupus Erythematosus with Lesions of the Oral Mucous Membrane. Pre- 
sented by Dr. FRANces Torrey. 


D. A., a white woman aged 62, was first seen on January 18. She has had 
lesions on the lips and gums for five years, on the scalp for four to five menths 
and on the chest for one month. 

The gums are tender, spongy and hypertrophic and bleed easily. There is a 
superficial scaling lesion on the lower lip, which fissures and bleeds. The lesion 
on the crewn of the head is irregularly about 5 by 7 cm., with crusting. That on 
the left side of the chest is an irregular superficial elevation with slight scaling, 
about 3 by 4 cm. 

The results of physical examination and laboratory tests were not significant 
with regard to the present illness. There had been an abscessed tooth with subse- 
quent infection of the antrum five years ago. Tonsillectomy was performed at the 
same time. The gingivae and tongue were also swollen, and roentgen therapy 
was given to the submaxillary lymph nodes at that time. 

Slight improvement has been noticed with the patient on a hygienic regimen 
with a high vitamin diet. 

DISCUSSION 

Dr. G. V. Kutcuar: The lesion on the scalp does not look to me like lupus 
erythematosus but rather a severe seborrhea. The lesions on the lip likewise do 
not appear to be typical of lupus erythematosus. The gingiva! lesions may be a 
severe unrelated stomatitis. The plaque on the chest also does not impress me 
as lupus erythematosus. I wonder if the whole condition is not seborrheic. 
Seborrheic eczema commonly involves the lips. 

Dr. MERLIN TrEvoR-RopeR MaAynarpD, San Jose, Calif.: My feeling is the 
same as that of Dr. Kulchar—that there is not enough evidence to support the 
diagnosis of lupus erythematosus. The patient has an ulcerated gingivitis. I 
wondered a little about a diagnosis of pemphigus. 

Dr. L. R. Taussic: I agree that the condition probably is not lupus erythema- 
tosus. I thought it might be an avitaminosis. She has been on a high vitamin 
diet, and her condition has improved somewhat. I think that possibility ought to 
be followed. 

Dr. Frances Torrey:- I am interested in the relation of the whole condition 
to the sinal infection of five years ago, which occurred just before these lesions 
appeared. The lesion on the scalp has remained exactly the same over a long 
period. I cannot reconcile that with a diagnosis of avitaminosis. The lesion on 
the chest has been considerably irritated by the sun. There was an exacerbation 
of the ulcer on the lip a month ago, but this has cleared considerably. The ulcera- 
tion of the gums has remained unchanged. 


A Case for Diagnosis (Diffuse Atrophy of the Skin). Presented by Dr. J. 
M. Graves. 


M. Y., an American-born Chinese girl aged 11 years, was referred to the 
University of California dermatologic clinic for an opinion as to her condition. 

Examination disclosed a thin and prematurely senile-appearing child. The skin 
was pale, thinned and extremely wrinkled. There was atrcphic mottling on the 
neck and upper part of the trunk. The physical examination showed no other 
essential abnormality. 

Roentgenograms of the bones show that the osseous age is approximately 16 
years. The values for plasma cholesterol, blood calcium and blcod phosphorus were 
normal. The dextrose tolerance curve and the basal metabolic rate were essen- 
tially normal. 

The mental age by the Stanford Binet test is 9 years, making the intelligence 
quotient 86. This is a good showing considering the facts that the test is designed 
Ma English-speaking persons and that the patient speaks English only during school 

ours, 


Sections for microscopic examination are shown. 
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DISCUSSION 

Dr. G. V. Kutcuar: I suggest a diagnosis of pseudoatrophoderma colli. 

Dr. A. E. IncEts: I feel that the picture corresponds to that of myxedema, 
The microscopic sections showed distinct areas of basophilic staining such as are 
seen in myxedematous skin. 

Dr. J. M. Graves: I believe the lesions on the neck are similar to those seen 
in pseudoatrophoderma colli. However, this girl has similar lesions on her face, 
arms and trunk. 


A Case for Diagnosis (Recurrent Painless Ulcers on the Lower Parts of 
the Legs). Presented by Dr. Hiram E. Miter. 


H. J., an American housewife aged 33, complains of recurrent painless shallow 
ulcers of the legs. They began six years ago over the left tibia, persisted for 
fifteen months and healed spontaneously. About seven months ago the lower part 
of the right leg showed similar lesions. Three months later (in September 1938) 
a generalized pruritic vesicular eruption developed, the details of which are not 
known. The patient has complained of a dull aching pain between the shoulders, 
worse at night, during the past two years. The arms feel numb up to the elbows. 

There are depressed bluish scars over the anterior middle portion of the left 
leg, covering an area of 12 by 10 cm. In the corresponding area on the right leg 
there is an ulcer about 2 cm. in diameter. This ulcer is painless and has slightly 
elevated borders and two satellite lesions. There are several adjacent depressed 
scars with a serpiginous outline. Examination demonstrated diminished sensibility 
(to temperature as well as touch) in the ulnar distributions. The same was true 
of the peroneal distribution on the right leg and the internal popliteal distribution 
of the left leg. There was no suggestion of syringomyelia. There is bowing of 
both fifth fingers. The skin over the fingers is erythematous and atrophic. The 
Wassermann and the Kahn reaction of the blood were negative. Nasal scrapings 
showed no acid-fast organisms. Studies of the blood showed no abnormality. 
Sections for microscopic examination are presented. 


DISCUSSION 

Dr. CHarLes ALBERT SHUMATE: The fact that the patient admits using her 
finger nails may be significant, as the lesions have the appearance of having been 
modified by excoriation. 

Dr. H. J. Tempreton, Oakland, Calif.: Were it not for the changes on the 
hands, which seemed trophic, I should think that these lesions could belong in the 
class of pseudomycotic ulcers of the legs. In an exhibit at the 1937 session of 
the American Medical Association, in Atlantic City, N. J., such lesions were 
attributed to an organism called Micrococcus myceticus. However, the condition 
may well be on a trophic basis. 

Dr. Mertin Trevor-Roper Maynarp, San Jose, Calif.: Was Coccidioides 
looked for? 

Dr. Hiram E. Mriter: A complete mycologic study was made in this case, 
with negative results. 


Presented by Dr. L. R. 


Ichthyosis with Involvement of the Cornea. 
TAUuSSIG. 


M. B., an American housewife aged 24, entered the University of California 
clinic complaining of photophobia, lacrimation and redness of the eyes for the 
past nine years. She is a deaf-mute. Examination revealed marked pannus on 
the right and early pannus on the left. The skin was generally ichthyotic, with 
an absence of eyebrows and eyelashes. There were fissures about the mouth. 
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The remainder of the physical examination gave essentially negative results. The 
past and family history were not contributory. 

The Wassermann and the Kahn reaction of the blood were negative. The 
basal metabolic rate was +19 per cent. A biophotometric assay of vitamin A 
was within the lower limits of normal. 

Sections are presented. 


DISCUSSION 


Dr. G. V. Kutcuar: In view of the erythema, I should suggest the diagnosis 
of érythrodermie congénitale ichthyosiforme. 

Dr. Hrram E. Mritter: This patient was presented because of the ocular lesions 
more than because of the cutaneous changes. I have seen ichthyotic patients with 
a condition of the eyes that the ophthalmologists classify as ocular ichthyosis. In 
most cases the involvement is bilateral. One man I saw was in a side show at 
the beach. He wore colored glasses constantly because of his ocular condition. 

Dr. G. V. Kutcnar: The eye is of epidermal origin. It seems reasonable 
that it could be involved along with the skin. 

Dr. L. R. Taussic: I believe this patient is the second seen in the ophthalmic 
clinic of the University of California in the past twenty years with ocular involve- 
ment associated with ichthyosis. According to the ophthalmologists, ichthyosis of 
the eye occurs as a slowly growing pannus. 


A Case for Diagnosis (Congenital Keratoderma and Pachyderma?). Pre- 
sented by Dr. MERLIN Trevor-RopeR Maynarp, San Jose, Calif. 


J. N., a civil engineer aged 31, was first seen on Feb. 21, 1939. Itching and 
scaling of the hands began four or five years ago, and thickening of the skin 
followed. 

For the past six months the patient has worked in concrete construction. Prior 
to that he was in the forestry service. The eruption began when he was a student 
at Stanford University. He believes that he is worse when exposed to sunlight. 
Thickening of the skin and subcutaneous tissue has apparently developed over the 
first phalanges just recently. 

The father, the paternal grandmother, an uncle and two cousins, all on the 
father’s side, have had similar disease of the hands. 

A complete blood count showed a normal hemoglobin concentration and number 
of red cells. There were 6,600 leukocytes, with 47 per cent neutrophils, 1 per cent 
eosinophils, 1 per cent basophils, 39.5 per cent lymphocytes and 11.5 per cent 
monocytes. 

There are a pachydermatous thickening and some reddening of the skin of both 
hands, especially marked over the proximal phalanges. Corneous thickening is 
apparent at points of trauma. Lecalized keratotic lesions are present on the palms 
and heavy calluses in areas on the soles. The nails are not altered. The feet 
show slight thickening of the skin. The growth of hair is normal, but the lips 
show some redundancy and thickening of the membrane. 

A patch test with matches was made on the arm. The reaction was negative 
at twenty-four hours, but it subsequently became positive. 


DISCUSSION 


‘ Dr. H. J. Tempieton, Oakland; Calif.: I thought of three possible diagnoses 
in this case: (1) “knuckle-pads,” described in a recent article (Wise, F., and 
Sulzberger, M. B.: Year Book of Dermatology and Syphilology for 1938, Chicago, 
The Year Book Publishers, Inc., 1939, p. 261); (2) localized keratoderma of 
the hands (Michael, J. V.: Keratoderma Disseminatum Palmaris et Plantaris: - 
Its Mode of Inheritance, Arco. Dermat. & SypH. 27:78 [Jan.] 1933), and (3) 
acrokeratesis verruciformis (Hopf, G.: Kératose disséminée non encore décrite 
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[Akrokeratosis verruciformis], Rev. frang. de dermat. et vénéréol. 7:335 [June} 
1931). Of these three possibilities, I should be inclined to favor the second, 

Dr. A. E. INcers: The patient admits rubbing and scratching his hands a great 
deal. The changes in his skin may be simply a reaction to this trauma. 

Dr. C. E. Scuorr, Sacramento, Calif.: There seems to be a history of 
familial involvement. Therefore I can hardly believe that the disease is entirely 
traumatic. 

Dr. Hiram E. Mitter: The involvement of the foot would not support 
Dr. Ingels’ idea of the cause of the lesions. It would be in favor of a diagnosis 
of keratoderma disseminatum palmare et plantare or perhaps of arsenical 
keratoses. 

Dr. N. N. Epstetn: I believe the most likely diagnosis is the hereditary kerato- 
derma of the hands and feet reviewed by Michael. 


Subacute Disseminated Lupus Erythematosus with Lipoid Nephrosis, 
Presented by Dr. Ervin Epstein, Oakland, Calif. 


L. P., a Filipino ranch worker aged 33, was first seen on Dec. 17, 1938. He 
stated that eight months previously, while he was picking asparagus, an eruption 
developed on his face, neck and genitalia coincident with generalized edema. His 
physician informed him that he had “kidney trouble” but said nothing about the 
eruption. The cutaneous lesions never showed vesicles or bullae. There was no 
personal cr familial history of tuberculosis or syphilis. He stated that “blood 
tests” had been negative. 

The cutaneous manifestations consisted of extensive pinkish macular depig- 
mented atrophic lesions with sharp hyperpigmented borders. Some scaling and 
follicular plugging were present. On the neck the lesions were thicker, redder and 
more scaling than elsewhere. The eruption involved the following locations: the 
eyelids, cheeks, lips, postauricular areas along the lines of cleavage of the neck, 
base of the penis and scrotum. A general physical examination showed no 
abnormality except periorbicular edema. The blood pressure was 130 mm. of 
mercury systolic and 90 mm. diastolic. 

The Wassermann reaction of the blood was negative. Tuberculin failed to cause 
a reaction. Blood counts showed 100 per cent hemoglobin and from 5,000 to 
8,100 leukocytes. The differential counts showed polymorphonuclear leukocytes 
varying from 75 to 80 per cent, the remaining cells being lymphocytes. Urinalysis 
showed a heavy precipitate of albumin but no sugar. Microscopic examination 
revealed the presence of numerous waxy, hyaline and finely granular casts. No 
red blood cells were seen. 

Treatment has consisted of protection from the sun, a Sauerbruch-Herrmanns- 
dorfer diet and administration of quinine bisulfate by mouth, calcium intravenously, 
splenic extract intramuscularly and sulfanilamide orally. In the last six weeks 
the patient has had nearly 60 Gm. of sulfanilamide, without evidence of toxicity. 

Under this therapy, the patient’s condition has shown great improvement. Most 
of the erythema and scaling have disappeared, and many of the lesions show a 
great increase in pigmentation. One patch on the left cheek in particular 
graphically demonstrates this repigmentation. He feels perfectly well. 


DISCUSSION 


Dr. J. M. Graves: I think that this patient demonstrates an excellent response 
to treatment. Most of the lesions of lupus erythematosus have cleared or are 
inactive. 

Dr. N. N. Epstetn: I believe there is still sufficient activity in the lesions on 
.the neck to confirm the diagnosis of lupus erythematosus. 

Dr. G. V. Kutcuar: I should like to ask how the diagnosis of lipoid nephrosis 
was made. I wonder if that is not a coincidental finding. Did this man have 
a urinalysis before his cutaneous lesions appeared, and did he have nephrosis? 
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Dr. Ervin Epstern, Oakland, Calif.: The diagnosis of lipoid nephrosis was 
based on the presence of a heavy concentration of albumin in the urine, with finely 
granular, hyaline and waxy casts, and the absence of hypertension and of red blood 
cells in the urine. The edema and the eruption appeared simultaneously. 


Sulfur Dermatitis Due to Matches, with Flare-Up Secondary to Internal 
Administration of Sulfur. Presented by Dr. H. V. Atitincton, Oakland, 
Calif. 

H. F. J., a white man aged 68, has had a palm-sized area of redness and scaling 
on the anterior surface of the upper third of the left thigh almost continuously since 
1901. About ten years ago it appeared on the left side of the chest for a short 

iod. 

i is an inveterate pipe smoker and carries ordinary kitchen matches in an 

Edgeworth tobacco tin—rarely loose in his pocket. He scratches the matches on 

the outside of the tin. He carries the matchbox in his left front pants pocket. 

He remembers changing it to his left shirt pocket for a time ten years ago cor- 

responding to the time when the dermatitis appeared on his chest. 

Shortly before I first saw him, on Feb. 2, 1939, the eruption on his leg became 
a bit mcre active. He was advised to stop using matches entirely and to use a 
lighter instead. He was advised to clean his clothing and apply paste of zinc 
oxide N. F. (Lassar’s plain zinc paste). A % skin unit dose (75 r) of roentgen 
rays was given. The condition improved for a week or ten days, and then a 
flare-up occurred in the original area on the anterior portion of the left thigh and 
about the scrotum, perineum and intergluteal cleft. This was acute, red, scaly and 
in places superficially eroded. No history of the use of local contact irritants 
could be elicited. 

It was found, however, that just before the flare-up occurred he had begun to 
take lozenges of sulfur and potassium bitartrate by mouth. These were discon- 
tinued on February 21. Since then he has taken colloid sitz baths and applied 
calamine lotion. A decided improvement has occurred. 

Patch tests with the head of a match and with an ointment of 2 per cent 
precipitated sulfur were made twenty-four hours before presentation. Both showed 
positive reactions, the former more marked. The patient is apparently sensitive to 
sulfur. 

He has occasional mild diarrhea and at these times poor control of the anal 
sphincter. No previous dermatitis has been present in the anogenital area, 
however. 

DISCUSSION 


Dr. H. J. Tempteton, Oakland, Calif.: It seems to me that this condition is 
a good example of sensitivity to a drug both ab internis and ab externis. I had a 
patient with dermatitis venenata of the face from the use of hair tonic containing 
chloral hydrate. Some years later she presented the same picture after being 
given chloral hydrate as a sedative. There is, of course, always the question of 
external contamination of the skin when a patient is taking a drug by mouth. 

Dr. Mertin Trevor-RopeR MAyNarbD, San Jose, Calif.: The manifestation is 
really the inverse of esophylaxis. 


A Case for Diagnosis. Presented by Dr. Hiram E. MILter. 


W. R. S., a white man aged 59, shows a palm-sized area in the right supra- 
clavicular region of twenty years’ duration, consisting of pea-sized and larger 
fibrotic and atrophic plaques. There is one translucent dome-shaped nodule 
that resembles a bulla except that it feels rubbery. This is about 1.5 cm. 
in diameter and is of recent development. Microscopic examination of sections 
from a lesion in an intermediate stage of development showed a dense fibroblastic 
reaction. 
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DISCUSSION 


Dr. A. E. INGEts: In spite of the fact that certain special stains should be 
used before a final diagnosis, I could not help feeling that this process is degenera- 
tive. There were large areas of homogeneous connective tissue without any 
cellular elements in one part of the section, whereas in another part there was an 
abundance of newly formed young connective tissue cells, which would indicate 
scar tissue formation. 

Dr. L. R. Taussic: It is of interest that Dr. C, L. Connor, pathologist at the 
University of California Medical School, made a diagnosis of neurofibroma. From 
a clinical standpoint that seems far fetched, but I hesitate to disagree with the 
opinion of an experienced pathclogist. 

Dr. Hiram E. Mutter: This man was seen only recently, and the work-up 
of the case is not complete. I look on the lesion as an example of some type of 
degeneration and have considered amyloid degeneraticn and scleroderma. I intend 
to take another biopsy specimen and examine sections after differential staining. 


A Case for Diagnosis (Periarteritis Nodosa?). Presented by Dr. Ervin 


Epste1n, Oakland, Calif. 


L. G., a white boy aged 16, noted a “pimple” on the lateral aspect of his left 
index finger two months ago. This was red and tender. The erythema rapidly 
cleared, but a deep swelling remained lateral to the proximal interphalangeal joint. 
This was roughly % inch (1.3 cm.) long and produced a somewhat sausage-like 
swelling of the finger. It was firm and tender. The overlying skin was unchanged. 
Soon after this involvement the medial aspect of the finger became swollen over 
the proximal interphalangeal joint. Since then the cutaneous manifestations have 
not changed. 

The patient has no constitutional complaints. He has had no rheumatic symp- 
toms. To the best of his knowledge, he has been afebrile, although this point has 
not been carefully checked. There was no familial or personal history of tuber- 
culosis. He presents moderately severe acne vulgaris of the face, chest and back. 

Physical examination showed the aforementioned cutaneous lesions. His spleen 
and liver were barely palpable below the costal margins but could not be classified 
as enlarged to a state of pathologic significance. 

Tuberculin injected intradermally elicited a negative reaction. Roentgenograms + 
revealed no pathologic changes in the bones and joints of the left hand or in the 
intrathoracic organs. Urinalysis showed no abnormality. A blood count showed 
90 per cent hemoglobin, 4,910,000 erythrocytes, 10,300 leukocytes and a differential 
count of 68 per cent polymorphonuclear leukocytes, 23 per cent lymphocytes, 7 per 
cent monocytes and 2 per cent eosinophils; 63 per cent of the polymorphonuclear 
leukocytes were segmented. The Wassermann reaction was negative. 

Microscopic examination of sections from a lesion on the index finger showed 
decided hyperkeratosis. The epidermis was otherwise normal. In the corium 
evidence of vascular damage was present. In the upper part of the cutis, one of 
the vessels showed a perivascular infiltrate extending into the media of the vessel. 
In the deeper portion a nodular inflammation was present. The infiltrate, which 
consisted of round cells, fibroblasts and an occasional polymorphonuclear leukocyte, 
was basically perivascular. No eosinophils were present. 


DISCUSSION 


Dr. N. N. Epstern: In the only case of periarteritis nodosa that I have 
observed autopsy showed extensive lesions of the arteries. From the lesions present 
at this time I should hesitate to agree with the diagnosis. I think that in order 
to establish a diagnosis of periarteritis nodosa one has to have definite evidence 
of disease of the arteries. 

Dr. H. J. Tempreron, Oakland, Calif.: In the epidermis there is no change 
except hyperkeratosis. In the corium there are extensive changes in the vessels. 
I think from a pathologic standpoint the disease is definitely vascular. 
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Dr. G. V. Kutcuar: I do not believe that this picture fits in with the clinical 
conception of periarteritis nodosa. I thought from a clinical standpoint it might 
be what has been termed helodermia simplex et annularis (V6rner) or granuloma 
annulare. I understand that periarteritis nodosa involves much larger vessels. 


Dr. Mertrn Trevor-Roper Maynarp, San Jose, Calif.: I think it is papulo- 
necrotic tuberculid. I did not see the microscopic sections, however. 

Dr. Ervin Epstern, Oakland, Calif.: I am willing to concede that the diag- 
nosis of periarteritis nodosa is a questionable one. On the other hand, the 
cutaneous manifestations described in this condition have consisted of simple 
erythema, urticaria, erythema multiforme and erythema-nodosum-like lesions. To 
me, these lesions could best be classified as erythema-nodosum-like in an atypical 
location. The lack of fever and eosinophilia is against the diagnosis of peri- 
arteritis nodosa, but well authenticated cases have been reported in which these 
characteristics were not present. 

Regarding glomus tumor, this lesion is much too diffuse for that diagnosis. 
Glomus tumors are blue-black nodules with radiating pain. This patient’s lesions 
are at best slightly purplish. The infiltration is more widespread and indefinite. 
There is tenderness rather than pain in this lesion. The spontaneous regression 
and the history of a “pimple” or papule are also against the diagnosis. 

The diagnosis of papulonecrotic tuberculid is to be questioned from many 
aspects. The patient had a negative tuberculin reaction and a normal roentgeno- 
gram of the chest; there was no history of infection with the tubercle bacillus. 
The histologic changes were in no way suggestive of a tuberculoid structure. The 
ulceration noted tonight is the result of a biopsy wound. 

Regarding the histologic structure of periarteritis nodosa, the lesions are 
localized and a single biopsy section may miss the essential pathologic changes. 
Serial sections are therefore often necessary for this diagnosis. 


Parapsoriasis en Plaques. Presented by Dr. Ervin Epstein, Oakland, Calif. 


R. O. W., a man aged 66, reported to the office on Jan. 12, 1939, because of 
a nonpruritic eruption of two months’ duration. The lesions first appeared on his 
legs, but rapidly spread to the thighs, back and abdomen. The cutaneous mani- 
festations consisted of light reddish macules, which tended to become confluent and 
to follow the lines of cleavage of the body. The legs showed the most extensive 
involvement. No desquamation was noted in the lesions. The patches were not 
indurated or thickened. The patient’s general health is excellent. A blood count 
showed 105 per cent hemoglobin and 9,200 leukocytes, with 64 per cent poly- 
morphenuclear leukocytes and 36 per cent lymphocytes. 

The patient was given 100 r of unfiltered roentgen radiation to the lesions in 
the right upper quadrant of the abdomen, without the slightest change in the 
eruption. Ammoniated mercury and coal tar ointments have also failed to change 
the lesions. 

A biopsy specimen was taken from a plaque on the right upper quadrant of 
the abdomen. Microscopic examination showed mild parakeratosis, some intra- 
cellular edema in the rete, a tendency toward liquefaction necrosis of the basal cell 
layer and a mild nonspecific inflammatory infiltrate in the superficial portion of 
the corium. 

DISCUSSION 

Dr. H. J. Tempteron, Oakland, Calif.: I agree with the diagnosis. 

Dr. N. N. Epstern: Many patients with lesions such as are seen im this case 
have been presented before this society. All that can be said of many of these 
is that perhaps they have parapsoriasis and perhaps beginning lymphoblastoma. 

Dr. Ervin Epstetn, Oakland, Calif.: This case was presented for prognosis. 
In view of the recent work by Harry Keil (Parapsoriasis en Plaques Disséminés 
and Incipient Mycosis Fungoides, AkcH. Dermat. & SypxH. 37:465 [March] 1938), 
I wonder what to tell a patient like this. 
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Xanthelasmoidea in an Infant. Presented by Dr. Frep Wiser. 


J. D. C., a boy aged 10 months, under the care of Dr. James H. Dwinelle, of 
the Skin and Cancer Unit of the New York Post-Graduate Medical School and 
Hospital, shows an eruption which first appeared when he was | month old. There 
are approximately twenty-five distinct lesions, mainly on the back, neck, forehead, 
cheeks, upper and lower extremities and the soles. Most of them are elliptic and 
discoid, and they vary from light to dark brown on the trunk, while on the 
extremities, face and soles they are lemon yellow and fawn colored. Some of 
the lesions have a tendency to swell spontaneously and later exude a small amount 
of serum, resulting in formation of thin scabs. At times small vesicles will appear 
on the surface of the discoid nodules. Mechanical irritation leads to pronounced 
whealing, followed by serous exudation. The lesions on one sole are nodular, 
dime sized and firm, showing a great resemblance to xanthoma tuberosum. The 
mother says that the baby is not subject to spontaneous attacks of urticaria. 

Histologic examination (Dr. David L. Satenstein) is reported as “suggestive 
of urticaria pigmentosa.” 


DISCUSSION 


Dr. Frep Wise: There is a report in the European literature of cure of 
urticaria pigmentosa by injections of a bismuth preparation. 
(The members were in unanimous agreement with the diagnosis presented.) 


A Case for Diagnosis (Epithelioma of the Upper Lip?). Presented by 
Dr. A. BENSON CANNON. 


Miss R. M., aged 33, consulted me on Feb. 24, 1939, fer an ulceration of the 
lip of four weeks’ duration. She first noticed a papule the size of a millet or 
a split pea, which she picked, thinking it was a pustule. A deep ulceration 
developed in the center of the papule and gradually spread. Twelve to fourteen 
days later she went to the hospital, where the lesion was called a boil. The 
ulcer has become larger and deeper and the margins more elevated and hard, The 
Wassermann and the Kahn reaction of the blood were negative. She has had no 
pain—only a slight tenderness to pressure at the margins. No pus has been 
present. 

The patient was treated for acne in 1930 with five fractional (75 rcentgen) doses 
of roentgen rays to the face at weekly intervals. She has had no recurrence of 
acne. Her general health has been excellent. The past and the family history are 
irrelevant. 

Examination shows a large round deep ulceration with elevated edges on the 
left side of the upper lip, at the entrance to the nostril and extending slightly into 
the nares. The ulcerated cavity measures 1.5 cm. and is 0.5 to 0.75 cm. deep, the 
margins rolled and the edges beveled inward and the base slightly necrotic and 
moistened with islands of granulation tissue and small tufts of blood vessels. The 
margin is about 0.5 to 1 cm. wide, red and hard, the whole lesion resembling a 
volcano. 

The Wassermann, the Kahn and the Kline reaction of the blood were negative. 
Smears for fungi gave negative results. The findings on cultures have not yet 
been reported. A smear for Leishmania tropica did not show the organism. Dark 
field examinations on three different days showed only a few atypical spirochetes. 
A biopsy specimen has been removed, but the slides have not yet been examined. 
The tentative diagnosis is epithelioma. 


Nore.—A_ subsequent histologic examination showed prickle cell epithelioma. 
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DISCUSSION 


Dr. GeorceE M. MacKee: I should not expect an epithelioma, unless it were 
of grade 4 according to Broders’ classification, to evolve so rapidly. Grade 4 
epithelioma does not occur often in the skin. It is more apt to occur in the 
mucosa. The evolution has not been too rapid for chancroid, but against that 
diagnosis are the sharp well defined margin and its induration. Histologic examina- 
tion might establish the diagnosis, but not necessarily, because an ulcer of this 
type might have a_ histologic picture suggesting epithelioma and yet nct be 
epithelioma. Chancre and dermatitis medicamentosa having been ruled out, it 
would seem as though the lesion must be either an epithelioma or an indurated 


pyoderma. 

Dr. Frep Wise: If this lesion proves on histologic examination not to be an 
epithelioma, I should like to call your attention to an article by Erich Hoffmann 
(Isolated Chancre-like Pyoderma of the Face, Arch. f. Dermat. u. Syph. 170:403 
[Sept. 14] 1934). He described a series of cases of what he called pseudo- 
chancre. In clinical appearance the lesions were indistinguishable from chancre and 
epithelioma. He said they began in the guise of pycderma and eventually 


Epithelioma of the upper lip. 


developed into such an infiltrated lesion as the one in this case. His publication 
is well illustrated. 

Dr. Epwarp R. Matoney: I feel that the clinical diagnosis in this case lies 
between four possibilities: syphilis, tuberculosis, cancer and a low grade infection, 
which might produce such a condition as Dr. Wise has mentioned. I think one 
must rule out tuberculosis and epithelioma because of the short duration. I do 
not know what type of epithelioma would develop as quickly as this has, and 
I do not know of any type of tuberculosis which would develop as quickly as this 
and give this picture. I think, in spite of the fact that the dark field examinations 
have given negative results, that the possibility of chancre has not been ruled out. 
The duration would fit that diagnosis, and though there is no apparent lymph- 
adenopathy, the lesion still might be a chancre. The lack of enlarged glands is 
also somewhat against the diagnosis of cancer or tuberculosis. The lesion does 
not leok like chancroid, and that can be ruled out by the autoinoculation test and 
by the effects of treatment. Most lesions like this respond well to the use of 
sulfanilamide. The suggestion Dr. Wise has just brought out is a good one, and 
while I do not know anything about the condition he menticned, I can see readily 
that his diagnosis could be correct. From the history I think the possibility of 
syphilis must be considered. 

Dr. Frank C. Compes: None of the discussion takes into consideraticn the 
fact that this inflammation is a chronic productive type with a great deal of 
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induration. Chemical irritation and trauma should produce a more exudative type 
of reaction. The central ulceration in this lesion is actually a pressure necrosis 
and not the result of local trauma. 

Dr. J. FRANK Fraser: The gross appearance of the lesion speaks against the 
diagnosis of either chancroid or syphilis. If it were a primary lesion of syphilis, 
gigantic adenopathy should be present. The hard noninflamed border is suggestive 
of epithelioma. The history of rapid growth, as Dr. MacKee stated, points to a 
high grade of malignancy, but we must remember that cancers on the lip in the 
great majority of cases belong in the lower grades. I have never seen grade 4 
carcinoma (Broders’ classification) of the lip, and I believe that the majority of 
pathologists would say the same. The fact that there is no involvement of the 
regional lymph nodes is strong evidence that the lesion is not highly malignant, 
With grades 1 and 2 of epidermoid carcinoma in this location, metastasis to the 
regional nodes is often delayed from six months to a year. 

Dr. A. Benson CANNON: The diagnosis in this case has been difficult. 
Dr. Wise’s suggestion—that the patient has a low grade infection, the surrounding 
hard wall having been caused by trauma, although there has been no sign of an 
acute infection and no pus—is excellent. Carcinoma seemed to me the most likely 
diagnosis because of the history of previous irradiation, the sloughing center of 
the ulcer with tufts of blood vessels in the base and the fact that the elevated and 
rolled border is almost cartilaginous. I hope, however, for the sake of the patient, 
that Dr. Wise’s diagnosis is correct. 

Dr. Frep Wise: Does Dr. Cannon think the amount of roentgen irradiation 
which the patient has had is a possible cause for this epithelioma? The reason I ask 
is that she shows no evidence of atrophy or telangiectasia or keratoses en other 
parts of the face or on the upper lip. 

Dr. A. Benson CANNON: For several years I have seen an increasing number 
of comparatively young patients with epitheliomas who have a history of previous 
irradiation for some minor cutaneous disease. On careful examination of the 
texture of the skin of these persons I have noticed a dryness and, oftentimes, a 
wrinkling, symptoms which could be attributed to the roentgen treatment. In other 
cases there was more definite evidence of changes in the skin which were 
unmistakably caused by irradiation, such as atrophy, pigmentation and telangiectasia. 


A Case of Unusual Pigmentation. Presented by Dr. J. FRANK Fraser. 


M. M., a girl aged 9 years, came to the Skin and Cancer Unit of the New 
York Post-Graduate Medical School and Hospital with a pigmented macular 
eruption of five months’ duration. The lesions were round and oval, with a color 
varying from grayish slate to dark blue. The areas principally involved were 
around the neck, in the axillas, between the breasts and by lateral extension to both 
flanks and the lower part of the back. The mucous membranes were free. Except 
for one dose of a proprietary laxative containing phenolphthalein after the 
appearance of the eruption, there was no history of ingestion of drugs or of any 
previous dermatosis. 

A roentgenogram of the skull showed the sella turcica to be normal. All 
laboratory tests gave negative results. Microscopic examination of sections showed 
the presence of melanin in connective tissue cells of the upper layers of the cutis. 


DISCUSSION 


Dr. Frank C. Comses: This case is difficult to discuss. There is no evidence 
of any preceding inflammation. The pigmentation is unusual and does not conform 
in color, configuraion or distribution to that in any dermatosis with which I am 
acquainted. I considered the possibility of Riehl’s melancsis, but I have never 
heard of involvement so extensive as this with no lesions on the face. 

Dr. Georce M. MacKee: The histologic report states that this is postinflam- 
matory pigmentation, with deposits of melanin. There is no history of any ante- 
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cedent eruption. On her forehead there are faint macules, which represent 
apparently the beginning of the process. She used mild protein silver in the nose, 
but the condition is certainly not argyrosis. Dermatitis medicamentosa has been 
ruled out. No examination was made for mast cells. One must consider the 
possibility of primary melanoderma. 

Dr. Frep Wise: I strongly favor the diagnosis of urticaria pigmentosa. 
Dr. Fraser will bear me out in the statement that the characteristic mast cells 
are not always present, and sometimes years elapse and biopsy specimens are 
taken at different times, some showing complete absence of the characteristic cells 
and others later showing an infiltraticn of mast cells. I should suggest, therefore, 
repeated biopsies and more comprehensive staining of the present specimen. 

Dr. A. BENSON CANNON: I am inclined to agree with Dr. Wise’s suggestion 
that the pigmentation is the result of some former inflammatory lesion, and perhaps 
urticaria pigmentosa would explain the symptoms. At any rate, the child has no 
lesions at present and is apparently in rcbust health; and I should consider the 
cause of her pigmentation of only theoretic interest. 


Dr. Georce M. MacKee: It is difficult to agree with the diagnosis of urticaria 
pigmentosa, pigmented urticaria or solar pigmentation. This child is modern and 
probably exposes her body to the sun with the protecticn of only a pair of trunks. 
There has been no urticaria, according to the mother. The lesions do. not become 
urticarial on being rubbed. Furthermore, faint macules are just beginning on the 
forehead, as I said before. 

Dr. J. Frank Fraser: Although there is a history of the use of drops in 
the nose, the diagnosis of argyrosis can be excluded histologically. I do not 
agree with Dr. Wise’s suggestion that the condition is urticaria pigmentosa. I 
was unable to produce the characteristic urticarial reaction, and the color of the 
lesions speaks against that diagnosis. Neither do I agree with the suggestion 
that it may be an example of Riehl’s melanosis. According to the literature, Riehl’s 
melanosis is pruritic, red and confined to the face, neck and scalp. 


Dr. Frank C. Comes: I believe that Riehl originally described the melanosis 
bearing his name as being preceded by circumscribed areas of hyperemia and 
scaling. Later, when Civatte described his poikiloderma, which is closely related 
to melanosis, Riehl revised his original conception to include a picture without 
initial inflammation—that is, primary melanosis. This classification included 
lesions of patients who had not been exposed to benzene derivatives, the eruption 
appearing even in areas unexposed to the sun. 


Atrophia Cutis Striata. Presented by Dr. Frep WIsE. 


S. M., a married woman aged 31, registered at the Skin and Cancer Unit of 
the New York Post-Graduate Medical School and Hospital on Feb. 7, 1939, com- 
plaining of an eruption of eight years’ duration. The patient was obese and in 
good health. She stated that the eruption began on the skin between the pendulous 
breasts, in the form of brownish discoloration, which later became slightly licheni- 
fied. Itching was absent. This eruption did not bother her, and no attention was 
given it. About three months ago she noticed lesions on the chest, back, breasts, 
abdomen and extremities. 

Examination shows elongated and oval lesions, most pronounced on the breasts 
and upper parts of the arms and around the axillas. These are % to 3 inches 
(1.3 to 7.6 cm.) in length and from %4 to % inch (0.6 to 1.3 cm.) in width. The 
surface is smooth and glossy, with here and there evidence of atrophy in the form 
of cigaret paper wrinkling. The interior of most of the lesions appears to be 
depigmented, and the border of some shows a faint hyperpigmented halo. The 
eruption as a whole does not resemble the ordinary striated atrophic lesions of 
stria cutis distensae associated with rapidly advancing obesity or pregnancy. 


Histologic examination (Dr. David L. Satenstein) showed only “a superficial 
dermatitis,” 
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DISCUSSION 


Dr. George M. MacKee: When I first saw the patient a few weeks ago 
at the clinic I thought the eruption might be pityriasis versicolor. Careful repeated 
examinations for fungi gave negative results. The histologic examination failed 
to show atrophy. In fact, it showed only an inflammatory dermatosis. My next 
consideration was of possible superficial scleroderma. The only other condition | 
could think of was macular atrophy that was slightly scaly. 

Dr. Frank C. Comes: I agree with Dr. Wise that there is apparent atrophy 
in the lesions on the chest. However, I do not think there is actual atrophy. 
These lesions are noninflammatory and consist of furfuraceous scaly confluent 
macules, extremely suggestive of pityriasis versicolor. The patient does have one 
atrophic lesion on the right arm. This is ordinary stria cutis distensae. 


Severe Lupus Erythematosus of the Scalp and Buccal Mucosa. Presented 
by Dr. Frep Wiser. 

E. R., a married woman aged 26, registered at the Skin and Cancer Unit of 
the New York Post-Graduate Medical School and Hospital two weeks ago. The 
eruption began nine years ago, appearing first on the anterior portion of the scalp. 
From there it spread to the upper part of the chest, the back and the upper parts 
of the arms. These lesions persisted only a few months, and the patient said they 
healed spontaneously, leaving faint scars. On the scalp, however, the patch of lupus 
erythematosus continued to increase in size until it affected the entire anterior 
portion of the scalp. 

Examination shows an area of total alopecia associated with atrophy, cicatriza- 
tion, dilated blood vessels, hyperpigmentation and superficial scaling occupying the 
vertex of the skull. The buccal mucosa is the seat of severe highly inflamed 
erosions, with scattered patches of necrotic membranes adhering to the diseased 
surfaces. Subjective symptoms are said to be mild, despite the severity of the 
process. The entire lower lip displays partial atrophy and partial active inflam- 
matory changes. The patient states that a large number of successive doses of 
sodium gold thiosulfate administered in another clinic had no beneficial effect. 


DISCUSSION 


Dr. Frank C. Comspes: One fact that this case demonstrates is the remarkable 
tolerance of some persons for gold therapy and the resistance of some patients 
with lupus erythematosus to this treatment. This lack of response seems to have 
been in general more common in recent years. Of course the injection of the gold 
preparation should be discontinued in this case. Locally soothing applications 
should be used, especially on the scalp, which is covered with abrasions and 
excoriations. I should centinue with injections of a bismuth preparation, although 
I have never been enthusiastic over that method. I do not think the lesions on 
the buccal mucosa respond particularly well to either gold or bismuth medication. 

Dr. GeorGe M. MacKee: This patient has active lupus erythematosus, possibly 
of the disseminate variety. Gold therapy has failed. Bismuth therapy has not yet 
had a chance. Perhaps the logical thing to do is to use a bismuth preparation for a 
while, but if that fails, it might be well to try sulfanilamide. Foci of infection 
should be excluded if possible. 

Dr. A. BENson CANNON: I was particularly interested in the enlarged glands 
on each side of the patient’s neck. I do not think they can be explained by any 
focus of infection in the mouth. I shculd advocate a thorough investigation of the 
case for possible tuberculosis of the glands. I should be interested in the results 
of the tuberculin tests, of histologic study of one of the glands and of inoculation 
of a guinea pig with a portion of the glandular tissue. As the patient's lupus 
erythematosus has proved to be resistant to all types of treatment used for this 
disease and has spread while under treatment with sodium gold _ thiosulfate, I 
should advocate that she be treated as though she had tuberculosis, with a salt-free 
diet, rest and generalized irradiation from the carbon arc lamp, with minute doses. 


Dr. Frep Wise: As far as I am aware, the only investigation made thus far 
for tuberculosis was the roentgenogram of the chest, and that showed no abnor- 
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mality. If the patient is willing to have a biopsy done of the gland, I will have 
that done in accordance with the suggestion of Dr. Cannon. As to treatment, it 
was my idea to try a series of fifteen to twenty injections of a bismuth preparation 
before going any further, and if that does net seem to bring about a decided 
improvement, or even cure, I shall try sulfanilamide. 


Lupus Miliaris Disseminatus of the Face and Axillas. Presented by 
Dr. Eucene F. Travs. 


E. B., a woman aged 27, was first seen at the Skin and Cancer Unit of the 
New York Post-Graduate Medical School and Hospital on Jan. 16, 1939, with an 
eruption on the upper lip and nose and in both axillas. The eruption cn the face 
was of six weeks’ duration; that in the axillas was more recent, having been 
present only two weeks. It is composed of papules varying in size from that of 
a tiny pinhead to that of a small papule. The papules on the upper lip, which 
are the oldest, have a comparatively noninflammatory, almost waxy appearance. 
The smaller papules on the nose, while discrete like those on the lip, in some places 
show a tendency to confluence and are darker and more inflammatory. Those in 
the axillas show definitely an inflammatory reaction. On diascopic pressure there 
is nothing suggesting a typical apple jelly nodule, but rather a lighter, waxy 
appearance. 

The lesions even suggested the possibility of adenomas or cysts cf the sweat 
glands; syringoma was seriously considered from the clinical appearance. The 
axillary lesions suggested Fox-Fordyce disease. The only diagnosis, however, that 
fitted the entire picture was that of tuberculosis of the skin, and this seemed most 
likely because of the involvement about the mouth and nose. 

The Wassermann and the Kahn reaction of the blood were negative. A specimen 
removed from the axilla was reported as showing typical tuberculosis. 


DISCUSSION 


Dr. Frep Wise: The feature that struck me as interesting, besides the fact 
that the typical lesions are in the axillas, was the fact that years ago Sigmund 
Pollitzer described a case of what he called hydradenitis destruens suppurativa 
(J. Cutan, Dis. 10:9, 1892), which was then regarded as a tuberculid. I was 
wondering if he might have been dealing with a condition which resembled this, in 
which the axillary lesions proved to be tuberculous. The condition is exceedingly 
rare, but if the practice of making biopsies continues, it is possible that more 
instances will be discovered. I have never seen a combination of these lesions on 
the face and lips and in the axillas in which the axillary lesions showed the typical 
structure of tuberculosis. 

Dr. Georce M. MacKee: It would be exceedingly difficult to make a clinical 
diagnosis for the axillary eruption if it were not for the concomitants. The lesions 
on the face are typical. Miliary tuberculosis of the skin is composed of rapidly 
dividing cells; at least the tissue is more embryonic than, for instance, that of 
lupus vulgaris. The lesions have not lasted long enough to produce much con- 
nective tissue reaction in comparison with other forms of cutaneous tuberculosis. 
I presume it is for these reasons that the condition is more likely than others to 
respond well to roentgen treatment. 

Dr. Epwarp R. Maroney: I agree with Dr. MacKee as to the difficulty of 
making a diagnosis if the lesions in the axillas were seen alone. However, when 
the diagnosis has been made from the lesions on the face, it is readily seen that 
those in the axillas are part of the same disease. 

Dr. R. H. Rutitson: I think this case is instructive from the standpoint of 
location of the lesions. I have never seen anything remotely resembling that dis- 
tribution. 

Dr. Frank C. Compes: As Dr. Wise has said, if Dr. Pollitzer in his original 
description of hydradenitis destruens suppurativa was referring to lesions like those 
in this case, the conception of that disease certainly will have to be revised. 
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Book Reviews 


An Introduction to Dermatology. By Sir Norman Walker, M.D., and G. H. 
Percival, M.D. Price, $7. Pp. 383, with 96 illustrations and 102 pilates, 
Baltimore: William Wood & Company, 1939. 


In their edition of “An Introduction to Dermatology,” the authors have given 
to the student and the general practitioner a handbook which has been modified 
to include the newer applications of radiotherapy and present a more conservative 
conception of allergy in certain dermatologic problems. Classifications have been 
rearranged to conform to the present day understanding of causation of diseases 
and to clinical resemblances. The section on dermatitis has been expanded to 
include the ever increasing industrial hazards, and the nomenclature of some of 
the older “entities” has been revamped to give a clearer understanding of some of 
the etiologic problems. As an example, seborrheic dermatitis is broken down 
into flexural infective dermatitis, follicular infective dermatitis, post-traumatic 
infective dermatitis and pityriasis. 

The book contains 383 pages of pleasingly readable print on good paper, with 
fair binding. There are 96 illustrations and 102 excellent plates, which give the 
reader the advantages of an atlas, plus clear, detailed and decisive discussions of 
the common and some of the uncommon cutaneous diseases. 

A book of such limited capacity must necessarily deal with many subjects in 
a more or less cursory fashion, but the clear and concise manner in which the 
author has handled his subject matter gives vision and combines condensation of 
material with readability. 

The following criticisms may be made: On page 156 the author might have 
added corneal anesthesia to that of the palate in hysteria. Acarus scabiei is 
not an insect, as stated on page 166; it is a mite. The combination of precipitated 
sulfur and ammoniated mercury, mentioned on page 190, is not considered par- 
ticularly good. The idea of lupus verrucosus being a combination of tuberculosis 
and “whatever it may be which produces warts,” expressed on page 286, seems 
a little fantastic. 

The time of reading this book was profitably and enjoyably spent. It is recom- 
mended as a handbook for the general practitioner and as a textbook for the 
student. 
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Directory of Dermatologic Societies * 


INTERNATIONAL 


TENTH INTERNATIONAL CONGRESS OF DERMATOLOGY AND SYPHILOLOGY 
Oliver S. Ormsby, President, 25 E. Washington St., Chicago. 
Paul A. O’Leary, Secretary-General, 102-2d Ave. S. W., Rochester, Minn. 
Place: New York. Time: Summer 1940. 


Pan AMERICAN MeEbDICAL ASSOCIATION, SECTION OF DERMATOLOGY 
AND SYPHILOLOGY 


Elmore B. Tauber, President, 19 W. 7th St., Cincinnati. 
Austin W. Cheever, Secretary, 49 Bay State Rd., Boston. 


FOREIGN 


British ASSOCIATION OF DERMATOLOGY AND SYPHILOLOGY 
(CANADIAN BRANCH) 


Harold Orr, President, 10189-101st St., Edmonton. 
Don Mitchell, Secretary-Treasurer, 1414 Drummond St., Montreal. 


RoyaL Socrety oF MEDICINE, SECTION OF DERMATOLOGY 


H. W. Barber, President, 7 Devonshire Pl., London, W. 1, England. 
Louis Forman, Secretary, 7 Devonshire Pl., London, W. 1, England. 


NATIONAL 


AMERICAN MEDICAL ASSOCIATION, SCIENTIFIC ASSEMBLY, SECTION 
ON DERMATOLOGY AND SYPHILOLOGY 


John G. Downing, Chairman, 520 Commonwealth Ave., Boston. 
C. F. Lehmann, Secretary, 705 E. Houston St., San Antonio, Texas. 
Place: New York: Time: June 10-14, 1940. 


AMERICAN ACADEMY OF DERMATOLOGY AND SYPHILOLOGY 


Paul A. O’Leary, President, Mayo Clinic, Rochester, Minn. 
Earl D. Osborne, Secretary, 471 Delaware Ave., Buffalo, N. Y. 
Place: Philadelphia. 


AMERICAN BOARD OF DERMATOLOGY AND SYPHILOLOGY 


Howard Fox, President, 140 E. 54th St., New York. 
C. Guy Lane, Secretary-Treasurer, 416 Marlborough St., Boston. 


AMERICAN DERMATOLOGICAL ASSOCIATION 


Francis E. Senear, President, 55 E. Washington St., Chicago. 
Fred D. Weidman, Secretary, University of Pennsylvania, Philadelphia. 


SoctETy FOR INVESTIGATIVE DERMATOLOGY 


Joseph V. Klauder, President, 1934 Spruce St., Philadelphia. 
5. W. Becker, Secretary, University of Chicago, Department of Medicine, Chicago. 


_ * Secretaries of dermatologic societies are requested to furnish the informa- 
tion necessary for the editor to make this list complete and to keep it up to date. 
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518 ARCHIVES OF DERMATOLOGY AND SYPHILOLOGY 


SECTIONAL 
CENTRAL STATES DERMATOLOGICAL ASSOCIATION 
John C. Kerr, President, 621-14th St., Wheeling, W. Va. 


Marvin B. Goldstein, Secretary-Treasurer, Stambaugh Bldg., Youngstown, Ohio, 


Place: Buffalo, N. Y. Time: Spring 1940. 
MISSISSIPPI VALLEY DERMATOLOGICAL SOCIETY 


Hamilton Montgomery, President, Mayo Clinic, Rochester, Minn. 
Herbert Rattner, Secretary-Treasurer, 25 E. Washington St., Chicago. 


Place: Chicago. 
New ENGLAND DERMATOLOGICAL SOCIETY 


Fred S. Burns, President, 83 Marlborough St., Boston. 
B. Appel, Secretary, 483 Beacon St., Boston. 


NORTHERN NEW JERSEY DERMATOLOGICAL SOCIETY 


Louis J. B. Le Bel, President, 165 Grant Ave., Nutley. 
C. C. Carpenter, Secretary, 38 Waldron Ave., Summit. 


Place: Academy of Medicine of Northern New Jersey, Newark. Time: Third 


Tuesday of March, April, October and December. 
SOUTHEASTERN DERMATOLOGICAL ASSOCIATION 


J. R. Allison, Chairman, 1121 Barnwell St., Columbia, S. C. 
Howard King, Secretary, 328 Doctors Bldg., Nashville, Tenn. 
Place: Vanderbilt Hospital, Nashville, Tenn. Time: Sept. 3, 1939. 


SouTHERN MepicaL ASSOCIATION, SECTION ON DERMATOLOGY 
AND SYPHILOLOGY 


J. Richard Allison, Chairman, 1512 Marion St., Columbia, S. C. 
Clinton W. Lane, Secretary, 508 N. Grand Ave., St. Louis. 


STATE 


CALIFORNIA MEDICAL ASSOCIATION, SCIENTIFIC ASSEMBLY, DERMATOLOGY 


AND SYPHILOLOGY SECTION 
Nelson Paul Anderson, Chairman, 2007 Wilshire Blvd., Los Angeles. 
Julius R. Scholtz, Secretary, 1930 Wilshire Blvd., Los Angeles. 
Connecticut State Mepicat Society, SECTION ON DERMATOLOGY 
James D. Gold, Chairman, 839 Myrtle Ave., Bridgeport. 
Albert Levenson, Secretary, 881 Lafayette St., Bridgeport. 
FLoripa Society OF DERMATOLOGY AND SYPHILOLOGY 
Elmo D. French, Chairman, Huntington Bldg., Miami. 
Lauren M. Sompayrac, Secretary, 459 St. James Bldg., Jacksonville. 
LovIsIANA DERMATOLOGICAL SOCIETY 


M. T. Van Studdiford, President, 912 Pere Marquette Bldg., New Orleans. 
R. A. Oriol, Secretary-Treasurer, 921 Canal St., New Orleans. 


C. Guy Lane, President, 416 Marlboro St., Boston. 
J. G. Downing, Secretary, 520 Commonwealth Ave., Boston. 


MepicaL OF THE STATE OF NEW York, SECTION ON 
DERMATOLOGY AND SYPHILOLOGY 


Frank C. Combes, Chairman, 80 W. 40th St., New York. 
Rudolph Ruedemann Jr., Secretary, 256 State St., Albany. 


MASSACHUSETTS MEpICcAL Society, SECTION ON DERMATOLOGY AND SYPHILOLOGY 
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DIRECTORY 


MEDICAL SOCIETY OF THE STATE OF PENNSYLVANIA 
SECTION ON DERMATOLOGY 


William D. Whitehead, Chairman, Medical Arts Bldg., Scranton. 
Vv. C. Garner, Secretary, Germantown Professional Bldg., Philadelphia. 


MICHIGAN STATE MepiIcaL SocrEty, SECTION ON DERMATOLOGY 
AND SYPHILOLOGY 


Ruth Herrick, Chairman, 26 Sheldon Ave. S. E., Grand Rapids. 
Eugene A. Hand, Secretary, 801 Second National Bank Bldg., Saginaw. 
MINNESOTA DERMATOLOGICAL SOCIETY 


E. M. Rusten, President, 78 S. 9th St., Minneapolis. 
F, W. Lynch, Secretary-Treasurer, Lowry Medical Arts Bldg., St. Paul. 
Time: First Friday in October, December, February and April. 


OKLAHOMA STATE DERMATOLOGICAL SOCIETY 
M. M. Wickham, President, Norman. 
W. A. Showman, Secretary, 108 W. 6th St., Tulsa. 
TEXAS DERMATOLOGICAL SOCIETY 


Leslie Smith, President, 109 N. Oregon St., El Paso. 
Duncan O. Poth, Secretary, 414 Navarro St., San Antonio. 


LOCAL 
BALTIMORE-W ASHINGTON DERMATOLOGICAL SOCIETY 
Francis A. Ellis, President, 104 W. Madison St., Baltimore. 


I. Louis Sandler, Secretary, 1835 I St. N. W., Washington, D. C. 
Place: Alternate cities. Time: Third Thursday of each month. 


Bronx DERMATOLOGICAL SOCIETY 
Marion B. Sulzberger, President, 962 Park Ave., New York. 
Henry Silver, Secretary, 290 West End Ave., New York. 
BrRoOKLYN DERMATOLOGICAL SOCIETY 


M. J. Cantor, President, 907 St. Marks Ave., Brooklyn. 
S. H. Silvers, Secretary, 920 Bushwick Ave., Brooklyn. 
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Time: Third Monday of each month except June, July, August and September. 


BuFFALO-ROCHESTER DERMATOLOGICAL SOCIETY 


Richard L, Saunders, President, 333 Linwood Ave., Buffalo. 
James W. Jordon, Secretary, 471 Delaware Ave., Buffalo. 


CentraL New YorK DERMATOLOGICAL SOCIETY 
Harry D. Parkhurst, President, 264 Genesee St., Utica. 
Maxwell C. Snider, Secretary, 106 Oak St., Binghamton. 
CHICAGO DERMATOLOGICAL SOCIETY 


Edward A. Oliver, President, 55 E. Washington St., Chicago. 
Herbert Rattner, Secretary, 25 E. Washington St., Chicago. 


CINCINNATI DERMATOLOGICAL SOCIETY 


Daniel J. Kindel, President, 1910 Union Central Bldg., Cincinnati. 

Lawrence Goldberg, Secretary-Treasurer, Doctors Bldg., Cincinnati. 

Place: Cincinnati. Time: First Wednesday of each month, except June, July, 
August and September. 


= 
= 
5 
| 
: 
| 
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CLEVELAND DERMATOLOGICAL SOCIETY 
John Gammel, President, 1020 Huron Rd., Cleveland. 
Charles G. La Rocco, Secretary, 2060 E. 9th St., Cleveland. 
DetroiIr DERMATOLOGICAL SOCIETY 


A. R. Woodburne, President, 612 Medical Arts Bldg., Grand Rapids, Mich. 
Ruth Herrick, Secretary-Treasurer, 528 Medical Arts Bldg., Grand Rapids, Mich, 


Kansas City (Mo.) DERMATOLOGICAL SOCIETY 


C. C. Dennie, President, 1103 Grand Ave., Kansas City. 
Thomas B. Hall, Secretary, 902 Professional Bldg., Kansas City. 


Los ANGELES DERMATOLOGICAL SOCIETY 


Thomas W. Nisbet, President, 65 N. Madison Ave., Pasadena, Calif. 
C. R. Caskey, Secretary, 1930 Wilshire Blvd., Los Angeles. 
Time: Second Tuesday of each month, October to May, inclusive. 


MANHATTAN DERMATOLOGIC SOCIETY 


George C. Andrews, Chairman, 115 E. 61st St., New York. 
Anthony C. Cipollaro, Secretary, 40 E. 61st St., New York. 


MONTREAL DERMATOLOGICAL SOCIETY 


L. P. Ereaux, President, 1390 Sherbrooke St. W., Montreal, Canada. 
Paul Poirier, Secretary, 456 Sherbrooke St. E., Montreal, Canada. 


New York ACADEMY OF MEDICINE, SECTION OF 
DERMATOLOGY AND SYPHILIS 


Eugene F. Traub, Chairman, 140 E. 54th St., New York. 
Louis Tulipan, Secretary, 224 E. 17th St., New York. 
New YorK DERMATOLOGICAL SOCIETY 


Frank C. Combes, President, 80 W. 40th St., New York. 
J. Gardner Hopkins, Secretary-Treasurer, 102 E. 78th St., New York. 


OMAHA DERMATOLOGICAL SocIETY 


Donald J. Wilson, President, 1113 Medical Arts Bldg., Omaha. 
Leonard J. Owen, Secretary-Treasurer, 954 Stuart Bldg., Lincoln, Neb. 


PHILADELPHIA DERMATOLOGICAL SOCIETY 
Joseph V. Klauder, Chairman, 1934 Spruce St., Philadelphia. 


Herman Beerman, Secretary, 255 S. 17th St., Philadelphia. 
Time: Third Friday of each month from September to May, inclusive. 


PitTsBURGH DERMATOLOGICAL~ SOCIETY 
Marvin B. Goldstein, President, Stambaugh Bldg., Youngstown, Ohio. 
Charles L. Schmitt, Secretary, Medical Arts Bldg., Pittsburgh. 
Time: Third Thursday of every month except July and August. 


St. Lours DERMATOLOGICAL SOCIETY 


Martin F. Engman Jr., President, 3720 Washington Blvd., St. Louis. 

Roy L. Kile, Secretary-Treasurer, 3720 Washington Blvd., St. Louis. 

Place: Barnard Free Skin and Cancer Hospital. Time:- 2 p. m., second 
Wednesday of each month. 


San FRANCISCO DERMATOLOGICAL SOCIETY 


Merlin T.-R. Maynard, President, San Jose, Calif. 
H. V. Allington, Secretary, 3115 Webster St., Oakland, Calif. 
Time: Third Friday of February, April, September and November. 
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